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SECTION I - INTRODUCTIOM

I.  INTRODUCTION

This new edition of the Kentucky Medical Assistance Program Primary Care

Services Manual has been formulated with the intention of providing you,

the provider with a useful tool for interpreting the procedures and poli-
cies of the Kentucky Medical Assistance Program. It has been designed to
facilitate the processing of your claims for services provided to quali-

fied recipients of Medicaid.

This manual is intended to provide basic information concerning coverage,
billing, and policy. It will, hopefully, assist you in understanding
what procedures are reimbursable, and will also enable you to have your
claims processed with a minimum of time irvolved in processina rejections
and making inquiries. It has been arranged in a loose-leaf format, with
a decimal page numbering system which will allow policy and procedural
changes to be transmitted to you in a form which may be immediately in-
corporated into the manual (i.e., page 7.6 might be replaced by new pages
7.6 and 7.7).

Precise adherence to policy is imperative. In order that your
claims may be processed quickly and efficiently, it is extremely
important that you follow the policies as described in this

manual. Any questions concerning general agency policy should be
directed to the Office of the Commissioner, Department for Medicaid
Services, Cabinet for Human Resources, CHR Building, Frankfort,
Kentucky 40621, or Phone (502) 564-4321. Questions concerning the
application or interpretation of agency policy with regard to in-
dividual services should be directed to the Division of Policy and
Provider Services, Department for Medicaid Services, Cabinet for
Human Resources, CHR Building, Frankfort, Kentucky 40621, or Phone
(502) 564-6890. Questions concerning billing procedures or the
specific status of claims should he directed to EDS, P.0. Box 2009,
Frankfort, KY 40602, or Phone (800) 372-2921 or (502) 227-2525.
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B. Fiscal Agent

Effective December 1, 1983, Electronic Data Systems (EDS) beaan
providing fiscal agent services for the operation of the Kentucky
Medicaid Management Information System (MMIS). EDS receives and
processes all claims for medical services provided to Kentucky
Medicaid recipients.
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II. KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP)
A. General

The Kentucky Medical Assistance Program, frequently referred to as
the Medicaid Program, is administered by the Cabinet for Human
Resources, Department for Medicaid Services. The Medicaid Program,
identified as Title XIX of the Social Security Act, was enacted in
1965, and operates according to a State Plan approved by the U. S.
Department of Health and Human Services.

Title XIX is a joint Federal and State assistance program which
provides payment for certain medical services provided to Kentucky
recipients who lack sufficient income or other resources to meet the
cost of such care. The basic objective of the Kentucky Medical
Assistance Program is to aid the medically indigent of Kentucky in
obtaining quality medical care.

As a provider of medical services, you must be aware that the De-
partment for Medicaid Services is bound by both Federal and State
statutes and regulations governing the administration of the State
Plan. KMAP cannot reimburse you for any services not covered by the
plan. The state cannot be reimbursed by the federal government for
monies improperly paid to providers of non-covered unallowable
medical services.

The Kentucky Medical Assistance Program, Title XIX, Medicaid, is not
to be confused with Medicare. Medicare is a Federal program, identi-
fied as Title XVIII, basically serving persons 65 years of age and
older, and some disabled persons under that age.

The Kentucky Medicaid Program serves eligible recipients of all
ages. The coverage, either by Medicare or Medicaid, will be
specified in the body of this manual in Section IV.

TRANSMITTAL #18 Page 2.1
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SECTION II - KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP)

B. Administrative Structure

The Department for Medicaid Services, Cabinet for Human Resources,
bears the responsibility for developing, maintaining, and admini-
stering the policies and procedures, scopes of benefits, and basis
for reimbursement for the medical care aspects of the Program. KMAP
makes the actual payments to the providers of medical services, who
have submitted claims for services within the scope of covered
benefits which have been provided to eligible recipients.

Determination of the eligibility status of individuals and families
for Medical Assistance benefits is a responsibility of the local
Department for Social Insurance Offices, located in each county of
the state.

C. Advisory Council

The Kentucky Medical Assistance Program is guided in policy-making
decisions by the Advisory Council for Medical Assistance. In ac-
cordance with the conditions set forth in KRS 205.540, the Council
is composed of seventeen members, including the Secretary of the
Cabinet for Human Resources, who serves as an ex officio member. The
remaining sixteen members are appointed by the Governor to four-year
terms. Nine members represent the various professional groups
providing services to Program recipients, and are appointed from a
Tist of three nominees submitted by the applicable professional
associations. The other seven members are lay citizens.

In accordance with the statutes, the Advisory Council meets at least
every three months and as often as deemed necessary to accomplish
their objectives.

In addition to the Advisory Council, the statutes make provision for

a five-member technical advisory committee for certain provider

groups and recipients. Membership on the technical advisory committees
is decided by the professional organization that the technical

advisory committee represents. The technical advisory committees

provide for a broad professional representation to the Advisory
Council.
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As necessary, the Advisory Council appoints subcommittees or ad hoc
committees responsible for studyinag specific issues and reporting
their findings and recommendations to the Council.

D. Policy

The basic objective of the Kentucky Medical Assistance Program
hereinafter referred to as KMAP, is to assure the availability and
accessibility of quality medical care to eligible Program recipients.

The 1967 amendments to the Social Security Law stipulates that Title
XIX Programs have secondary liability for medical costs of Program
recipients. That is, if the patient has an insurance policy, veteran's
coverage, or other third party coverage of medical expenses, that
party is primarily 1iable for the patient's medical expenses. The
— Medical Assistance Program is payor of last resort. Accordingly,
the provider of service should seek reimbursement from such third
party groups for medical services provided. If you, as the provider,
should receive payment from the KMAP before knowing of the third
party's liability, a refund of that pavment amount should be made to
the KMAP, as the amount payable by the Cabinet shall be reduced
by the amount of the third party obligation.

In addition to statutory and regulatory provisions, several specific
policies have been established through the assistance of professional
advisory committees. Principally, some of these policies are as
follows:

A1l participating providers must agree to provide services in compli-
ance with federal and state statutes regardless of sex, race, creed,
religion, national origin, handicap, or age.

TRANSMITTAL #18 Page 7.3
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Each medical professional is given the choice of whether or not to
participate in the Kentucky Medical Assistance Program. From those
professionals who have chosen to participate, the recipient may
choose the one from whom he wishes to receive his or her medical
care.

When the Cabinet makes payment for a covered service and the provider
accepts the payment made by the Cabinet in accordarce with the
Cabinet's fee structure, the amounts paid shall be considered payment
in full; and no bill for the same service shall be tendered to the
recipient, or payment for the same service accepted from the recipient.

Providers of medical service attest by their signatures (not fac-
similes) that the presented claims are valid and in good faith,
Fraudulent claims are punishable by fine and/or imprisonment.
Stamped signatures are not acceptable.

A11 claims and substantiating records are auditable bv both the
Government of the United States and the Commonwealth of Kentucky.

A provider's adherence to the policies in this manual are monitored
through either post-payment review by the Department or by computer
audits and edits., When computer audits or edits fail to function
properly the policies in this manual remain in effect and thus
become subject to post-payment review.

A11 claims and payments are subject to rules and regulations issued
from time to time by appropriate levels of federal and state legis-
lative, judiciary and administrative branches.

A1l services to recipients of this Program shall be on a level of
care at least equal to that extended private patients, and normally
expected of a person serving the public in a professional capacity.

A11 recipients of this Program are entitled to the same level of
confidentiality accorded patients NOT eligible for Medicaid benefits.

Professional services shall be periodically reviewed by peer groups
within a given medical specialty.

TPANSMITTAL #18 Page 2.4
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A1l services are reviewed for recipient and provider abuse. Willful
abuse by the provider may result in his or her suspension from
Program participation. Abuse by the recipient may result in sur-
veillance of the payable services he or she receives.

No claim may be paid for services outside the scope of allowable
benefits within a particular specialty. Likewise, no claims will be
paid for services that required, but did not have, prior authoriza-
tion by the Kentucky Medical Assistance Program.

No claims may be paid for medically unnecessary items, services, or
supplies.

When a recipient makes payment for a covered service, and such
payment is accepted by the provider as either partial payment or
payment in full for that service, no responsibility for reimburse-
ment shall attach to the Cabinet and no bill for the same service
shall be paid by the Cabinet.

Public Law 92-603

Section 1909. (a) Whoever--

(1) knowingly and willfully makes or causes to be made any
false statement or representation of a material fact in any
application for any benefit or payment under a State plan
approved under this title,

(2) at any time knowingly and willfully makes or causes to
be made any false statement or representation of a material
fact for use in determining rights to such benefit or payment,

(3) having knowledge of the occurrence of any event affecting
(A) his initial or continued right to any such benefit or
payment, or (B) the initial or continued right to any such
benefit or payment of any other individual in whose behalf he
has applied for or is receiving such benefit or payment, conceals
or fails to disclose such event with an intent fraudulently to
secure such benefit or payment either in a greater amount or
quantity than is due or when no such benefit or payment is
authorized, or

TRANSMITTAL #18 Page 2.5



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PRIMARY CARE SERVICES MANUAL

SECTION IT - KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP)

(4) having made application to receive any such benefit or
payment for the use and benefit of another and having received
it, knowingly and willfully converts such benefit or payment or
any part thereof to a use other than for the use and benefit of
such other person,

shall (i) in the case of such a statement, representation, concealment,
failure, or conversion by any person in connection with the furnishing

(by that person) of items or services for which payment is or may be

made under this title, be quilty of a felony and upon conviction

thereof fined not more than $25,000 or imprisoned for not more than

five years or both, or (ii) in the case of such a statement, repre-

sentation, concealment, failure, or conversion by any other person,

be guilty of a misdemeanor and upon conviction thereof fined not

more than $10,000 or imprisoned for not more than one year, or both.

In addition, in any case where an individual who is otherwise eligible

for assistance under a State plan approved under this title is .
convicted of an offense under the preceding provisions of this "~
subsection, the State may at its option (notwithstanding any other

provision of this title or of such plan) limit, restrict, or suspend

the eligibility of that individual for such period (not exceeding

one year) as it deems appropriate; but the imposition of a limitation,
restriction, or suspension with respect to the eligibility of any

individual under this sentence shall not affect the eligibility of

any other person for assistance under the plan, regardless of the

relationship between that individual and such other person.

(b)(1) Whoever knowingly and willfully solicits or receives any
remuneration (including any kickback, bribe, or rebate) directly or
indirectly, overtly or covertly, in cash or in kind--,

(A) in return for referring an individual to a person for

the furnishing or arranging for the furnishing of any item or

service for which payment may be made in whole or in part under

this title, or

(B) in return for purchasing, leasing, ordering, or arranging
for or recommending purchasing, leasing, or ordering any good,
facility, service, or item for which payment may be made in

whole or in part under this title,

TRANSMITTAL #18 Page 2.6
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shall be guilty of a felony and upon conviction thereof, shall be
fined not more than $25,0CC or imprisoned for not more than five
years, or both.

(2) Whoever knowingly and willfully offers or pays any remuneration
(including any kickback, bribe, or rebate) directly or indirectly,
overtly or covertly, in cash or in kind to any person to induce such
person--

(A) to refer an individual to a person for the furnishing
or arranging for the furnishing of any item or service for
which payment may be made in whole or in part under this title,
cr

(B) to purchase, lease, order, or arrange for or recommend
purchasing, leasing, or ordering any good, facility, service,
or item for which payment may be made in whole or in part under
this title,

shall be guilty cf a felony and upon conviction thereof shall be
fined not more than $25,000 or imprisoned for not more than five
years, or both.

(3) Paragraphs (1) and (2) shall not apply to--

(A) a discount or other reduction in price obtained by a
provider of services or other entity under this title if the
reduction in price is properly disclosed and appropriately
reflected in the costs claimed or charges made by the provider
or entity under this title; and

(B) any amount paid by an employer to an employee (whc has
a bona fide employment relationship with such employer) for

employment in the provision of covered items or services.

(c§ Whoever knowingly and willfully makes or causes to be made,
or induces or seeks to induce the making of, any false statement or
representation of a material fact with respect to the conditions or
operation of any institution or facility in order that such institution
or facility may qualify (either upon initial certification or upon
recertification) as a hospital, skilled nursing facility, intermediate
care facility, or home health agency (as those terms are employed in
this title) shall be guilty of a felony and upon conviction thereof
shall be fined not more than $25,000 or imprisoned for not more than
five years, or both.
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(d) Whoever knowingly and willfully--

(1) charges, for any service provided to a patient under a
State plan approved under this title, money or other consideration
at a rate in excess of the rates established by the State, or

(2) charges, solicits, accepts, or receives, in addition
to any amount otherwise required to be paid under a State plan
approved under this title, any gift, money, donation, or other
consideration (other than a charitable, religicus, or philanthropic
contribution from an organization or from a person unrelated to
the patient)--

(A) as a precondition of admitting a patient to a
hospital, skilled nursing facility, or intermediate care
facility, or

(B{ as a requirement for the patient's continued stay
in such a facility,

vhen the cost of the services provided therein to the patient
is paid for (in whole or in part) under the State plan,
shall be quilty of a felony and upon conviction thereof shall be
fined not more than $25,C00 or imprisoned for not more than five
years, or both.

F. Timely Submission of Claims

In order to receive Federal Financial Participation, claims for
covered services rendered eligible Title XIX recipients must be
received by the EDS within twelve (12) months from the date of

service. Claims received after that date will not be payable.

This policy became effective August 23, 1976.
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III. CONDITIONS

A. Defin
1.
2.
P
3.
4,
Vi

OF PARTICIPATION
ition and Intent

The Primary Care Services element of the KMAP was developed in
recognition of a need for comprehensive ambulatory health care
services in a single setting, with the ultimate objective being
the improvement of the general health of the recipients served
by participating primary care centers. It is expected that
this form of patient management will effectively result in a
reduction in hospital stays and institutional patient care.

On-site care, focusing on the general ongoing health needs of
the center's patients with emphasis on preventive and main-
tenance health measures, is provided by a team of medical

and allied health personnel skilled in meeting a variety of
family health and health related needs.

The center serves as the primary health resource for the patient
and his family, arranging for referral to and acceptance of the
patient by the appropriate provider when the specific need
cannot be met directly by the center. Comprehensiveness and
continuity of care are assured by the establishment and periodic
updating of a written plan of care for each patient/family
served by the center.

The primary care center is actively involved with health and
health-related concerns of the community and makes health
education available to the total community.

TRANSMITTAL #18
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B. Parti
1.

cipation Requirements

To participate as a reimbursable health provider under the
primary care services element of the KMAP, each primary care
center will be required to meet the standards established for
licensure, be licensed by the Certificate of Need and Licensure
Board, and meet the additional requirements set forth in State
Regulation 907 KAR 1:054.

Out-of-State primary care centers applying for participation
must be licensed by the appropriate agency of the State in

which they are located, if applicable, and in addition must
meet the standards set forth by the Kentucky Certificate of
Need and Licensure Board and State Regulation 907 KAR 1:054.

Medical services rendered eligible Title XIX recipients must be
provided by or under the direct supervision of a staff professional
who is appropriately licensed by Kentucky or the State in which
the center is located. This professional must render only those

services which are within the scope of services authorized by the
license.

The Primary Care Center licensure regulation provides the
minimum basis for designation as a primary care center. The
Title XIX Program regulation reinforces these licensure re-
quirements, specifies a wider range of services which will be
reimbursable for Medicaid eligibles and provides certain
Timitations with respect to reimbursable services.

The Title XIX Program specifications require participating
primary care centers to provide a program of basic services
which shall include medical, diagnostic and treatment service
for all age groups; treatment of injuries and other traumas;
prenatal and postnatal care; a program of preventive health

TRANSMITTAL #18
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services which must include well-baby care, and immunizations
and which may include other types of preventive care; referral
services; health education services; and the direct professional
services of a dentist, clinical pharmacist and optometrist or a
‘substitution on a one for one basis for any or all of the
preceding three services by an identifiable program for providing
family planning services, home health services, social service
counseling, pharmacy services (may not be used as a substitute
if clinical pharmacist is selected as a basic service), nutri-
tional services, or nurse midwifery services. In addition to
the basic services, a primary care center may provide other
supplemental services such as holding and observation accom-
modations, any of the alternate basic services indicated above,
outreach services and other ambulatory services within the
scope of the Medical Assistance Program, except for insti-

o tutional care.

6. Having met such requirements, a primary care center is required
to enter into a participation agreement with the Cabinet and be
issued a notification of participation. Such participation
agreement may be nullified by the Cabinet with appropriate prior
notice if at any time a primary care center fails to meet a
condition of participation or licensure.

An application for participation shall include:

The Provider Agreement (MAP-343)
Provider Information Sheet (MAP-344)
Certification of Conditions Met (MAP-346)
Statement of On-Site Services (MAP-231)
Statement of Authorization (MAP-347). Attach
a copy of the license of each licensed profes-
" sional on staff.
f. Annual cost report as outlined in the Primary Care
Reimbursement Manual.

Q0O Te
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10.

The completed participation documents, signed by the admini-
strator of the center, must be submitted to the Department for
Medicaid Services and subsequently approved, prior to

receiving reimbursement for services rendered eligible Program
recipients. A provider number and the center's interim rate of
payment (CAC) will be included with the notification of partici-
pation approval by the Department for Medicaid Services.

Concurrent with the effective date of participation in the
Primary Care Services element of the Program, the Center will
cease to submit billings to any other element of the KMAP for
services rendered Title XIX recipients.

If the Center currently submits billings to other elements of
the KMAP, a letter from the Center administrator will also be
required to terminate other KMAP participation agreements.

A11 physicians/dentists/other licensed professionals must have
current valid Ticenses to practice in the state of Kentucky at
the time medical services/procedures are performed.

The physician/other licensed professional whose KMAP provider
number is entered in Block #17 of the MAP-7 as the professional
rendering the service must have patient contact for each service
billed.

Medical Records: Medical records in the primary care center
must substantiate the services billed to the KMAP. The medical
records must be accurate and appropriate and entered personally
or countersigned by the professional who rendered the service.
A1l records must be signed and dated. Stamped signatures are
not acceptable.

The results of diagnostic testing, including negative test
results, must be indicated in the medical record of the patient.
The date of the test shall be the same date for which the KMAP
is billed.

TRANSMITTAL #18
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11.

C. Termi

Medical records must be maintained for a minimum of five (5)
years and for any additional time as may be necessary in the
event of an audit exception or other dispute. The records and
any other information regarding payments claimed must be main-
tained in an organized central file and furnished to the Cabinet
upon request and made available for inspection and/or copying by
Cabinet personnel.

The Medical records of the patient in the hospital must document
through signed or countersigned notes that the billing physician
did one or more of the following:

personally reviewed the patient's medical history;
performed a physical examination;

confirmed or revised the diagnosis;

face-to-face encounter with the patient;
discharged the patient.

oo oTw
e e e e et

nation of Participation

907 KAR 1:220 regulates the terms and conditions of provider partici-
pation and procedures for provider appeals. The Cabinet for Human
Resources determines the terms and conditions for participation of
vendors in the Kentucky Medical Assistance Program and may suspend,

termi

nate, deny or not renew a vendor's provider agreement for "good

cause." "Good cause" is defined as:

1.

Misrepresenting or concealing facts in order to receive or to
enable others to receive benefits;

Furnishing or ordering services under Medicaid that are sub-
stantially in excess of the recipient's needs or that fail
to meet professionally recognized health care standards;

TRANSMITTAL #18
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3. Misrepresenting factors concerning a facility's qualifications
as a provider;

4. Failure to comply with the terms and conditiors for vendor
participation in the program and to effectively render service
to recipients; or

5. Submitting false or questionable charges to the agency.

The Kentucky Medical Assistance Program shall notify a provider in
writing at least thirty (30) days prior to the effective date of
any decision to terminate, suspend, deny or not renew a provider
agreement. The notice will state:

1. The reasons for the decision;

2. The effective date;

3. The extent of its applicability to participation in the Medical
Assistance Program;

4. The earliest date on which the Cabinet will accept a request
for reinstatement;

5. The requirements and procedures for reinstatement; and

6. The appeal rights available to the excluded party.
The provider receiving such notice may request an evidentiary
hearing. The request must be in writing and made within five (5)
days of receipt of the notice.

If a provider is terminated from KMAP participation, services after
the effective date of termination are not payable.
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The hearing shall be held within thirty (30) days of receipt of the
written request, and a decision shall be rendered within thirty (30)
days from the date all evidence and testimony is submitted. Technical
rules of evidence shall not apply. The hearing shall be held before
an impartial decision-maker appointed by the Secretary for Human
Resources. When an evidentiary hearing is held, the provider is
entitled to the following:

1. Timely written notice as to the basis of the adverse decision
and disclosure of the evidence upon which the decision was
based;

[

An opportunity to appear in person and introduce evidence to
refute the basis of the adverse decision;

3. Cocunsel representing the provider;

4. An opportunity tc be heard in person, tc call witnesses, and to
introduce documentary and other demonstrative evidence; and

5. An opportunity to cross-examine witnesses.

The written decision of the impartial hearing officer shall state
the reasons for the decision and the evidence upon which the
determination is based. The decision of the hearing officer is the
final decisicn of the Cabinet for Human Resources.

These procedures apply to any individual provider who has received
notice from the Cabinet of termination, suspension, denial or non-
renewal of the provider agreement or of suspension from the Kentucky
Medical Assistance Program, except in the case of an adverse action
taken under Title XVIII (Medicare), binding upon the Medical As-
sistance Program. Adverse action taken against an individual
provider under Medicare must be appealed through Medicare
procedures.
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IV. SERVICES C
Each Prima
recipients
provide c¢n

A. Basic

OVERED

ry Care Center shall provide directly to eligible program
on a regular, full-time basis the basic services, and may

e or more of the supplemental services.

Services

1.

Medical diagnostic and treatment services for all age groups as
provided by a physician or nurse practitioner.

Treatment of injuries and minor trauma.

Prenatal and postnatal care.

A program of preventive health services to include well-baby
care and immunizations. It may also include other types of
preventive care.

Referral services designed to ensure the referral to and acceptance
by an appropriate medical rescurce, when services necessary to
the health of the patient are not provided directly by the
center.

Health education services which must provide, as a minimum,
appropriate personnel to present, on request, information on
general health care to local school systems, civic organizations

and other concerned local groups. Services are to include
distribution of written material on pertinent health subjects.

The direct professional services of the following:
a. Dentist,
b. Clinical Pharmacist, and

c. Optometrist,

TRANSMITTAL #17

Page 4.1



CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR

MEDICAID SERVICES
PRIMARY CARE SERVICES MANUAL

SECTION IV - SERVICES COVERED

B.  Suppl

Any of the following services may substitute on a one for one

basis for the services shown in "7." above, when provided

directly by the center in the context of an identifiable program

by appropriately trained personnel (further requirements are

detailed under description of each service).

a. Family planning services

b. Home health services

c. Social services counseling

d. Pharmacy services - If clinical pharmacist is selected as a
basic service in "7."; pharmacy services may not be used as
a substitute for remaining requirements in "7."

e. Nutritional services

f. Nurse midwifery services

emental Services

1.

Services within the scope of the Medical Assistance Program,
excluding institutional care, which are not provided as basic
services.

Holding observation accommodations.

Outreach Services - These services must be provided as a package
structured to identify health care needs in the service area.
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C. Non-Covered Services
1. A1l institutional services

2. Housekeeping, babysitting, and other homemaker services of 1like
nature

3. Services which are not provided in accordance with restrictions
imposed by law OR reaulation.

4, Services for which the recipient has no obligation to pay and
for which no other person has a legal obligation to provide or
to make payment.

NOTE: Limitations and Prior Authorization

1. Limitations in covered services are addressed within the
description of each specific category of service.

2. Services requiring prior-authorization are explained within the
description of each specific category cf service.

Additional questions regarding limitations and/or prior authori-
zations for specific services should be directed to the Cabinet for
Human Resources, Department for Medicaid Services, Division of Policy
and Provider Services, Frankfort, Kentucky 40621 or phone (502)
564-6890.

D. Medical

Diagnostic and treatment services (within the scope of their licensure)
as provided by a physician and Advanced Registered Nurse Practitioner
(ARNP) on the staff of the Primary Care Center.

1. Exclusions from Coveraae

a. Procedures purely for cosmetic purposes

b.  Any service not performed in compliance with State and
Federal requirements

c. Autopsy procedures
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d. Telephone contacts

e. Contacts between primary care center employees and
recipients for purposes of obtaining prescriptions or
prescription refills when obtaining medication is the only
service provided. (This does not include dispensing of
prescriptions.)

Inpatient Admissions

Program coverage for hospital inpatient care is limited to a
maximum of fourteen (14) days per admission. A1l admissions
are subject to approval by the Peer Review Organizatior and
must be within the scope of covered services.

In order to be considered a "covered inpatiert admission" by the
KMAP, an admission must be primarily for treatment indicated in
the management of an acute or chronic illness, injury or impair-
ment, or for obstetrical care. The KMAP can only provide reim-
bursement for services which are certified as being medically
necessary and within the scope of coverage. The KMAP does not
cover what is commonly called "Administratively Necessary Days"
(A.N.D.) days of hospitalization for reasons other than medical
indications, such as awaiting long term care facility placement.

NOTE: If the admission is determined by the KMAP to be a "non-
covered" admission, neither the hospital nor the Primary Care
Center will be reimbursed by the KMAP for that admission. Those
admissions primarily for elective procedures or cosmetic proce-
dures are excluded from coverage by the Program unless medically
necessary or indicated.

Hospital admissions for diagnostic procedures can be reimbursed
only when there is adequate documentation that the procedures
cannot be performed on an outpatient basis. Readmissions are
payable only when an acute worsening of an existing condition
occurs, or when an entirely new condition develops requiring
hospitalization primarily for treatment indicated in the
management of acute or chronic illness, injury or impairment or
for obstetrical care. Written descriptive verification of the
recipient's condition necessitating readmission may be required
before such readmission can be considered for payment.,
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A11 non-emergency hospital admissions must be pre-authorized by
PEERVIEW in order for the KMAP to reimburse the admitting
hospital. Prior to the proposed admission, a responsible person
in the primary care center's office must contact the PEERVIEW
office for pre-admission review. PEERVIEW office staff will
assign the initial number of days allowed for the type of
admission and provide the pre-admission authorization rumber.
The number of days allowed is considered the standard length of
stay for the type of admission barring complications. Both

the pre-authorization number and the days approved should be
given to the hospital during admission procedures. Emergency
admissions and deliveries do not require a pre-authorization
number. Extensions bevond the initial number of days require
no action on the part of the primary care center. This is a
process between PEERVIEW and the hospital.

The toll-free phone number for PEERVIEW KMAP pre-admission
reviews is 1-800-423-6512. This number is answered Monday
through Friday 8:00-5:30 central time and 9:00-6:30 eastern
time.

3. Sterilizations

The KMAP will make payment for sterilizations only when the
following conditions are met:

a. The recipient voluntarily requests the procedure and is
advised at least thirty days BEFORE the sterilization
procedure of the nature of the sterilization procedures
to be performed, of the alternative methods of family
planning and of the discomforts, risks, and benefits
associated with it. Also, the recipient must be advised
that his/her consent to be sterilized can be withdrawn at
any time and will not effect his/her entitlement to benefits
provided by Federal funds.
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The recipient signs a Sterilization Consent Form (MAP-250)
and is advised that a decision not to be sterilized will
not affect his or her entitlement to benefits under any
government assistance program. The Sterilization Consent
Form must be signed by the recipient and the person ob-
taining the consent at least thirty days before the surgery
except in the case of premature delivery or emergency
abdominal surgery. An individual may consent to be steri-
lized at the time of a premature delivery or emergency
abdominal surgery, if at least 72 hours have passed since
he or she gave informed consent for the sterilization. In
the case of premature delivery, the informed consent must
have been given at least 30 days before the expected date
of delivery. No more than one hundred and eighty (180)
days may elapse between the date the consent form is signed
and the date on which the procedure is performed.

The recipient is twenty-one (21) years old or older, S
at the time of signing the consent form.

The recipient must not have been legally declared mentally
incompetent unless he or she has been declared competent

for purposes which include the ability to consent to
sterilization; or must not be irstitutionalized. The fact
that a facility is classified as an SNF, ICF or ICF/MR

is not necessarily determinative of whether persons re-
siding therein are "institutionalized." A person residing
in an SNF, ICF, or ICF/MR is not considered to be an
"institutionalized individual" for the purposes of the
regulations unless that person is either: (a) involurtarily
confined or detained under a civil or criminal statute in
one of those facilities; or (b) confined under some form of
a voluntary commitment, and the facility is a mental hospital
or a facility for the care and treatment of mental illness.

The physician who performs the procedure must sign and
date the form MAP-250 AFTER the sterilization procedure 1is
performed.
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(SN
.

Interpreters must be provided when there are language
barriers, and special arrangements must be made for
handicapped individuals.

To reduce the chances of sterilizations being chosen

under duress, a consent may not be obtained from aryone in
labor or childbirth, under the influence of alcohol or
other drugs, or seeking or obtaining an abortion.

These regulations apply to medical procedures performed
for the purpose of producing sterility.

Reimbursement is not available for hysterectomies performed
for sterilization purposes.

ALL applicable spaces of form MAP-250 must be completed
and the form must accompany all claims submitted for
payment for a sterilization procedure,

In those cases where a sterilization is performed in conjunction

with another surgical procedure (e.g., cesarean section, cyst

removal) and compliance with Federal regulations governing
payment for the sterilization has not been met, EDS can
only make payment for the non-sterilization procedures.

Medical documentation must be attached to the back of the MAP-7

claim form when a procedure is billed to the KMAP which could
possibly result in sterilization, but because it is unilateral
does not result in sterilization.

See Appendix XIII for a copy of the MAP-250 and instructions
for completion of the form.

TRANSMITTAL #18

Page 4.7



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PRIMARY CARE SERVICES MANUAL

SECTION IV - SERVICES COVERED

4.

Hysterectomies

Title XIX funds can be expended for hysterectomies that are
medically necessary only under the following conditions:

a.

The person who secures the authorization to perform the
hysterectomy has informed the individual and her repre-
sentative, if any, orally and in writing, that the
hysterectomy will render her permanently incapable of
reproduction; and

The individual or her representative, if any, has signed
and dated the Hysterectomy Consent Form (MAP-251).

This Hysterectomy Consent Form (MAP-251) must accompany all
claims submitted for payment for hysterectomies, except in
the following situations:

(1) The individual was already sterile at the time of the
hysterectomy; or

(2) The individual required a hysterectomy because of a
Tife-threatening emergency in which the physician
determined that prior acknowledgement was not possible.

The physician must certify in writing either the cause of
the previous sterility, or that the hysterectomy was
performed under a life-threatening emergency situation in
which he or she determined prior acknowledgement was not
possible. The physician must also include a description of
the nature of the emergency. Such documentation must
accompany any hysterectomy procedure for which a
Hysterectomy Consent form (MAP-251) was not obtained.

If the service was performed ir a period of retroactive
eligibility, the physician must certify in writing that the
individual was previously informed that the procedure would
render her incapable of reproducing, or that one of the
exempt conditions was met.
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See Appendix XIV for a copy of the MAP-251 and instructions
for completicn of the form.

Abortion, Miscarriages and Induced Premature Births

KRS 205.560 specifies the conditions under which the KMAP can
make payment for induced abortiers, induced miscarriages and
premature births for Title XIX recipients.

The law states in part that Title XIX Program payment cannot be
made "where such aid is for the purpose of obtaining an abortion,
induced miscarriage or induced premature birth unless in the
opinion of a physician such a procedure is necessary for the
preservation of the 1ife of the woman seeking such treatment or
except an induced premature birth intended to produce a live
viable child and such procedure is necessary for the health of
the mother or her unborn child."

The appropriate certification forms (MAP-235 or MAP-236),
indicating the procedure used and signed by the physician,
must accompany all invoices requesting payment for these
services.

See Appendix XVII for copies of the MAP-235 and MAP-236.
Gastric Bypass Surgery

Gastric bypass surgery and other such procedures, including the
jejunoileal bypass procedure and gastric stapling, are considered
possihly cosmetic procedures and therefore are non-payable

unless they meet all of the following criteria:

a. There is documentation that the recipient suffers from
other conditions to an extent dangerous to his/her health,
e.g. high blood pressure, diabetes, coronary disease, etc.

b. There is documentation that 211 other forms of weight loss
have been exhausted, with legitimate efforts on the part of
the physician and recipient, i.e. dieting, exercise, and
medication.
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c. There is documentation that the sources of weight gain have
been identified and subsequently, treatment was attempted
in accordance with the diagnosis.

d. There is documentation that prior to the surgery at least
one (1) other physician besides the surgeon has been
consulted and has approved of the surgical procedure as a
last resort of treatment.

e. The recipient is at least 100 pounds over the maximum
weight of his/her height and weight category as determined
by the attending phvsician.

It is necessaryv that the above infarmation accompany each claim
submitted for these procedures.

Consultations

A11 consultations billed to the KMAP must include physician/ ~—
patient contact. Consultations without physician/patient
contact are not billable services.

Consultations must have resulted from a specific referral
request and have written communication between the consulting
and referring physicians as to the results of the examination
or evaluation of the recipient. This will be monitored through
post-payment review,

The name or KMAP provider number of the referring physician
must be indicated in Block #8 of the MAP-7 claim form.

Chemotherapy Drugs
(The cost of the Chemotherapy drug only, not to include the

administration. Procedure codes for the administration of
chemotherapy drugs can be found in the CPT-4 book).

PROCEDURE DESCRIPTION
J9000 Adriamycin, Doxorubicin HC1, 10 mg. vial
Jo010 Adriamycin, Doxorubicin HC1l, 50 mg. vial
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PROCEDURE DESCRIPTION

J9020 Asparaginase, Elspar up to 10,000 units

J9040 Blenoxane, Bleomycin Sulfate, 15 units

J9050 Carmustine, Bischlorethyl MNitrosourea,
BCNU, 100 mg vial

J9060 Cisplatin, Platinol, 10 mg. vial

J9062 Cisplatin, Platinol, 50 mg. vial

J9070 Cyclophosphamide Cytoxan 10 cc or 100 mgm

J9080 Cyclophosphamide Cytoxan 20 cc or 200 mgm

J9090 Cyclophosphamide Cytoxan 30 cc or 500 mgm

J9091 1.0 Gram Cytoxan

J9092 2.0 Gram Cytoxan

J9093 100 mg. Lyophilized Cytoxan

Jopo4 200 mg. Lyophilized Cytoxan

Jo0as 500 mg. Lyophilized Cytoxan

J9096 1.0 Gram Lyophilized Cytoxan

Jo097 2.0 Gram Lyophilized Cytoxan

J9100 Cvtarabine Hydro-Chloride Arabinosyl
Cytosine; Cytosar, 100 mgm

Jo110 Cytarabine Hydro-Chloride Arabinosyl
Cytosine; Cytosar, 500 mgm

J9120 Dactinomycin, Actinomycin D,
Cosmegen, 3cc/0.5 mg.

J9130 Dacarbazine, DTIC, Dome, DIC, 100 mgm

Jo140 Dacarbazine, DTIC, Dome, DIC, 200 mgm

J9150 Daunorubicin, Daunomycing
Rubidomycin Cerubinone

J9160 Delautin, ICC, 250 mgm

Jg16?2 Pepo-Provera AQ., up to 1000 mgm

J9165 Diethylstilibestrol Diphosplate .25 mg/5 ml.

J9170 Drolban, Dromostanolone, Propionate, 5 mg/10 ml

Ja180 Estradurin 40 mg/2 ml

J9181 Etoposide, up to 50 mg.

J9182 Etoposide, up to 100 mg.

J9190 Fluorouacil, 5FU, 500 mgm amp

J9200 Floxuridine FUDR 500 mg.

J9212 Interferon

J9230 Mechlorethamire Nitrogen Mustard; HM 2;

Mustargen, 20 cc or 10 mgm
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PROCEDURE

J9240

J9250
J9260
J9270
J9280
J9290
J9295
J9310
Ja320
J9340
J9350
J9360
J9370
J9375
J9380
J9999

DESCRIPTION

Medroxyprogesterone Acetate, Depo-Provera,
400 mg/ml

Methotrexate Sodium MTX 2 cc or 5 mg.
Methotrexate Sodium MTX 2 cc or 50 mg.
Mitracin Mitramycin 2500 mcg

Mutamycin, Mitomycin, 5 mg

Mutamycin, 20 mg

Polyestradiol Phosphate 40 mg.
Stilphostrol 0.25 gm/5 ml

Steptozotocin

Thio Tepa Triethylenethosphoramide 15 mgm
Thytropar, Thyroid Cancer, 10 Unit Vial
Vinblastine Sulfate Velban 10 cc or 10 mg.
Vincristine Sulfate, Oncovin 01 mgm.
Vincristine Sulfate, 2 mg/2 ml (2 ml vial)
Vincristine Sulfate, Oncovin 5 mam

Not Otherwise Classified, Anti-neoplastic Drugs

Procedural Coding

The Health Care Financing Administration (HCFA) Common Proce-
dural Coding System (HCPCS) is utilized by the Program for

procedural coding purposes to identify medical services rendered

eligible recipients. The HCPCS codes consist of three major

sections:

national codes, local codes, and CPT-4 codes. The

national and Tocal cedes, applicable to primary care services,
can be found under the appropriate service element in this

manual,

The CPT-4 codes are listed in the CPT-4 Procedure

Coding Manual which can be obtained at the following address:

CPT-4th Edition

Order Dept. 0P-341-5
American Medical Association
P.0. Box 10946

Chicago, IT1linois 60610

Telephone Number: 1-800-621-8335
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Below are procedures listed in the CPT-4 coding book which are
NOT covered by the KMAP Primary Care Program.

NON-COVERED PROCEDURE CODRES

PROCEDURE
CODES DESCRIPTION

00100-01999 Anesthesia Procedures
11920-11954 Tattooing Procedures

15875 Suction assisted lipectomy, any site(s)
19355 Correction of inverted nipples
54235 Injection of corpora cavernosa with

pharmacologic agent(s) (e.q., papaverine,
phentolamine, etc.)

55970 Intersex surgery

55980 Intersex surgery

59050 Initiation and/or supervision of internal
fetal monitoring during labor hy consultant

59400 Total Obstetric Care includes antepartum care,
vaginal delivery and postpartum care

69090 Ear piercing

76001 Fluorscopy, physician time more than one hour,

assisting a non-radiologic physician (e.g.
nephrostolithotomy, ERCP, bronchoscopy,
transbronchial biopsy)

76948 Ultrasonic guidance for aspiration of ova,
supervision and interpretation only

76949 Complete procedure

78890 Generation of automated data

78891 Complex manipulations and interpretation

78990 Provision of diagnostic radionuclide(s)

88000-88099 Anatomic Pathology Postmortem Examination
89329-89330 Sperm Evaluation
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PROCEDURE
CODES

90749
90780
90781
90799
90880-90889
92314-92326
92330
92335
92342

92353
92354
97355
92358

92390-97396
92953
95135
95150
95170
95199
99000-99015
99024
99025
99052
99054
99056
99058
99070
99071
99075
99078
99080
99090

DESCRIPTION

Unlisted Immunization Injecticons
IV infusiton therapy; up to one hour
Each additional hour

Unlisted Therapeutic Injection
Other Psychiatry Therapy
Contact Lens Services

Ocular Prosthetics, Artificial Eye
Ocular Prosthetics, Artificial Eye
Spectacle Services (Including
Prosthesis for Aphakia)
Spectacle Services (Including
Prosthesis for Aphakia)
Spectacle Services (Including
Prosthesis for Aphakia)
Spectacle Services (Including
Prosthesis for Aphakia)
Spectacle Services (Including
Prosthesis for Aphakia)

Supply of Materials

Temporary Transcutaneous Pacing
Allergen Immunotherapy

Allergen Immunotherapy

Allergen Immunotherapy

Allergen Immunotherapy
Administrative Services
Administrative Services
Administrative Services
Administrative Services
Administrative Services
Administrative Services
Administrative Services
Administrative Services
Administrative Services
Administrative Services
Administrative Services
Administrative Services
Administrative Services
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PROCEDURE
CODES

99100-99140
99154

99155
99156

DESCRIPTION

Qualifying Circumstances for Anesthesia

Daily Hospital management of epidural or
subaracunoid drug administration

Medical conference; 25 minutes

Medical conference; 50 minutes

Only services actually performed can be billed for.
cedure code which most accurately and completely describes
the service performed is to be selected for billing purposes to

the KMAP.

The pro-

The charge made to the KMAP should be the same charge

made for comparable services provided to any party or payor.
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10.

The following 1ists laboratory procedures that can be billed by
either a licensed physician (M.D.) or Advanced Registered Nurse
Practitioner (ARNP) if the primary care center does not have a
certified laboratory and technicians on-site and the services
are rendered on-site directly by the M.D. or ARNP.

PROCEDURE CODE NUMBER

Throat Cultures (Screening) 87081, 870823 87083;
87084 ; 87085

Smears for Bacteria, Stained 87205

Bleeding Time 850003 85002

Red Blood Count 85041

Hemoglobin 85018

White Blood Count 85048

Differential 85007; 85009

Complete Blood Count 85021, 85022; 85028; 85031
85073*, 85024*, 85025*

Hematocrit 85014

Platelet Count 85580; 85585; 85590; 85595

Prothrombin Time 85610; 85612; 85614

Sedimentation Rate 85650; 85651

Glucose (Blood) 82947 82949; 84948

Blood Urea Nitrogen 84570; 84525; 84540

Uric Acid 84550

Urine Analysis (Chemical 81000; 82615

and Microscopic)

Thyroid Profile 84435, 84443; 84437,
84800; 82756; 84479

Glucose Tolerance 82951, W8724, 82952

Electrolytes 80003; 80002

Ova and Parasites 87177

TB Tests 86585; 86580

*These codes are effective for claims with dates of service
on or after 12/01/87.
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PROCEDURE CODE NUMBER
Coccidioidomycosis 86490
Histoplasmosis 86510
Mumps 86540
Brucella 86002

Fine needle aspiration with or
without preparation of smear;

superficial tissue 88170
Deep tissue with radiological
guidance 88171

Evaluation of fine needle aspirate
with or without preparation of

smears 88172
Ducdenal intubation and
aspiration: single specimen 89100
Multiple specimens 891058
Gastric intubation and aspiration:
diagnostic 891303 89132; £€9136;
89140; 89141
Nasal smears for eosinophils 89190
Sputum, obtaining specimen,
aerosol induced technique 89350

The following procedures are payable only when performed by
a Roard-Certified pathologist, oncologist or hematologist:

Rone Marrow spear and/or cell

block; aspiration only 85095
Smear interpretation only 85097
Aspiration, staining and

interpretation 85100
Aspiration and staining only 85101
Bone Marrow needle biopsy 85102
Staining and interpretation 85103
Interpretation only 85105

This policy is subject to post-payment review.
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A Complete Blood Count (CBC) must be used when billing 3 or more
of the following tests: 85007 or 85009, 85041, 85018, 85048, or
85014. Vhen three or more components are performed, the CBC
must be billed, and no additional component is allowed.

The KMAP does not cover urinalysis, unless it includes a micro-
scopic examination. By definition this code, when billed, indi-
cates that a total urinalysis with microscopic examination has

been performed. "Dipstick" urinalyses are NOT reimbursable by KMAP.

A culture and a smear for bacteria may not both be billed the
same date of service for the same diagnosis code.

11. Newborn Care

Services for a newborn are to be billed under the mother's name
and MAID number for ROUTINE newborn care and for newborn circum-
cision, Enter "For Baby (Boy or Girl )" in the
procedure description for any newborn services billed under the
mother's name and MAID number. Routine newborn care should be
billed only once per 12 month period.

12. Fetal Testing

Fetal testing procedures are limited to any combination of three
(3) tests per twelve (12) month period, per recipient. If more
than three (3) tests are billed within a twelve (12) month
period for the same recipient, medical documentation Justifving
the necessity will be required.
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13.

Limitations on Covered Emergency Room Visits

Payment for I.V.s, venipunctures, and the interpretation of
routine procedures (laboratory and radiolcay tests, E.K.G.,
etc.) is included in the pavment for the emergency room visit;
therefore, these procedures should not be billed separately.
This policy is subject to post-payment review.

Lock-In Recipients

The Lock-In Program was implemented for recipients who have been
jdentified as using physician and/or pharmacy services inappro-
priately. Utilization review of recipient participation patterns
demonstrates exceptional or excessive use of these Program
henefits. Recipients in this category are placed in the Lock-In
Program tc assist them in establishing: (a) a physician-patient
relationship, (b) continuity of care, and (c) to safeguard
against the dispensing of centraindicated drugs by multiple
physicians and pharmacies.

In order to accomplish these geals, all Lock-In recipients are
subject to the following limitations in covered services:

a. Recipients who are selected for Lock-In receive special
PINK Medical Assistance Identification cards each month.
Physician and/or pharmacy services must be provided by the
Lock-In provider only.

b. Physician ard/or pharmacy services rendered by persons
other than the Lock-In provider are considered non-covered
services except as follows:

(1) The recipient requires physician services at an
emergency room, in-patient or out-patient hospitel,
community mental health, family planning, etc.
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(2) The recipient requires treatment due to an acute
illness, arising after hours, weekends, holidays.
Claims will be considered if documentation is provided
that indicates the medical necessity of the service
(i.e., Lock-In provider not available, injury/accident,
recipient out of town).

(3) The recipient's Lock-In provider determines that the
services of a consultant OR specialist are medically
necessary. This includes second opinions for surgery,
etc. Claims will be considered for payment if the
name and number of the Lock-In provider are entered in
Block #8 of the MAP-7 claim form.

c. The recipient will remain on the Lock-In Program until
payment profiles indicate that the recipient's utilization
pattern is within acceptable parameters. The recipient is
not permitted to change Lock-In providers unless:

(1) The recipient or provider moves:
(2) The provider requests a change; or

(3) Sufficient evidence is provided to indicate that a
change is in the best interest of the recipient.

Physicians are encouraged to notify the Department for Medicaid
Services regarding specific cases of apparent inappropriate
utilization of Program benefits. Recipient utilization profiles
are then developed for consideration of recipient inclusion in
the Lock-In Program.

15. Kentucky Patient Access and Care System (KenPAC)

KenPAC is a statewide patient care system which, as an adjurct
to the Kentucky Medical Assistance Program (KMAP), provides
certain categories of medical recipients with a primary phy-
siciar or family doctor. Only those Medicaid recipients who
receive medical assistance under the Aid to Families with
Dependent Children (AFDC), or AFDC-related categories are
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covered by KenPAC. Specifically excluded are: The aged, blind,
and disabled categories of recipients; skilled nursing facility
(SNF), intermediate care facility (ICF), and personal care (PC)
residents; mental hospital patients; foster care cases; refugee
cases; all spend-down cases; and all Lock-In cases. To aid in
distinguishing from regular KMAP recipients, the KenPAC recipients
will have a color-coded KMAP card with the name, address, and
telephone number of their primary care provider.

Primary physician specialists or groups who may participate as
primary physicians are:

General Practitioners Obstetricians Primary Physician Clinics
Family Practitioners Gynecologists Primary Care Centers
Pediatricians Internists Rural Health Clinics

Recipients may select a primary physician/clinic who agrees to
participate in Medicaid and KenPAC. Recipients not selecting a
primary physician will be assigned one within their home county.
A primary physician may serve up to 1,500 KenPAC patients.
Provider clinics may serve up to 1,500 patients for each full-
time equivalent physician. Primary Care Centers and Rural Health
Clinics may also be assigned recipients based on the number of
Advanced Registered Nurse Practitioners (ARNP) they have on staff,

KenPAC primary physicians/clinics must arrange for physician
coverage 24 hours per day, seven days per week. A sinale 24
hour access telephone number must be provided by the primary
physician/clinic. This number will be printed on the recip-
ient's KenPAC Medical Assistance Identification Card.

The following service categories must be provided either by the
primary physician/clinic or referred by the primary physician/
clinic in order to be reimbursed by KMAP.

Physician (excludes Ophthalmologists and Psychiatrists)

Hospital (Inpatient)(Excludes psychiatric and obstetrical
admissions)

Hospital (Outpatient)
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Laboratory Services

Murse Anesthetists

Rural Health Clinic Services
Home Health Services

Primary Care Centers
Ambulatory Surgical Centers

Services not included in the above 1ist may be obtained by the
KenPAC recipient in the usual manner. These services are as

follows:

Dental Early Perindic Screening
Pharmacy Diagnosis & Treatment
Family Planning Obstetrical Care and Routine
Hearing and Vision Newborn Care

Referrals may be made by the KenPAC primary physician/clinic to
another provider for specialty care or for primary care during
his/her absence. No special authorization or referral form is
required, and referrals should occur in accordance with accepted
practices in the medical community. However, to ensure that
payment will be made, the primary physician/clinic must provide
the specialist or other physician with his/her KMAP vendor
number, which is to be entered on the billing form to signify
that the service has been authorized. Claims for services
provided to KenPAC recipients which do not have a referral from
their primary physician will not be paid by KMAP.

"Emergency Care" is defired as a condition for which a delay in
treatment may result in death or permanent impairment of health.

Pre-authorization from the primary physician is not required for
emergency care. However, the primary physician should be
contacted, whenever practical, to be advised that care has been
provided, and to obtain the physician's authorization number.

If the authorization cannot be obtained from the primary physi-
cian, the provider must contact the Medicaid Program to obtain
ar authorization number before submitting a claim.
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"Urgent care" is defined as a condition not likely to cause

death or lasting harm, but for which treatment should not wait

for a normally scheduled appointment (e.g., suturing minor cuts,
setting simple broken bones, treating dislocated bones, and
treating conditions characterized by abnormally high temperatures).

The primary physician must be contacted for prior authorization
of urgent care. If prior authorization is refused, any service
provided to the client is not payable by the Kentucky Medical
Assistance Program. If the recipient's primary physician cannot
be reached for prior autherization, urgent care is %o be provided
and the necessary authorization secured after service is rendered.
Under this circumstance, if post-authorization is refused by the
primary physician or the primary physician cannot he contacted
after service has been provided, special authorization can be

o~ obtained from the Medicaid Program. When the Program determines
that the special authorization procedure is being misused, the
individual provider will be advised that special authorization
for further services may be refused.

Routine care in the emergency room is not to be authorized by
the primary physician, and will not be payable under the
Program.

KenPAC primary physicians and clinics, in addition to their
normal fee for service reimbursements from Medicaid, will be
paid $3.00 per month for each KenPAC patient they manage.
Maximum monthly reimbursement may not exceed $3,000.00 per
physician,

Any questions about the KenPAC Program may be referred to:

Manager, KenPAC Branch

Division of Policy and Provider Services
Department for Medicaid Services

275 East Main Street

Frankfort, KY 40621

Information may be obtained hy calling toll free 1-800-635-2570
(In-State) or 1-502-564-5198 (In- or Cut-of-State).
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E. Laboratory

Laboratory services covered by the Primary Care Services element of
the KMAP are limited to those procedures provided directly by the
center, or if purchased, to those services covered under the inde-
pendent laboratory element of the Medical Assistance Program for each
participating Medicare-certified lab. The cost to the center for
these services cannot exceed fees established under the KMAP.

Laboratory services must be ordered and prescribed in writing, and
signed by a duly licensed staff physician, rurse practitioner or
dentist, within the scope of their licensure, for the care and
treatment indicated in the management of illness, injury, impairment,
maternity care, or for the purpose of determining the existence of

an illness or condition in a recipient. The order must be maintained
within the Center's records, including the patient's file.

Laboratory tests can not be billed to EDS for services rendered to
residents of skilled nursing facilities, intermediate care facilities,
and intermediate care facilities for the mentally retarded and
developmentally disabled, when the resident is in vendor status with
the KMAP,

Procedural Coding

The coding for Laboratory procedures is found in the Health Care
Financing Administration (HCFA) Common Procedural Coding System
(HCPCS). Effective with services as of July 1, 1988, independent
Taboratory coverage was expanded to include most laboratory services
that each Medicare-certified laboratory can provide. Post-mortem
laboratory services are not covered.
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F. Dental

Dental services are limited to those procedures covered through the
Dental Services element of the KMAP. Dental services are covered
for those Medicaid-eligible recipients who have not yet reached
their twenty-first birthday (coverage for those turning 21 will
continue through the end of their birth month). Some services are
covered for Medicaid-eligible recipients aged 2! and over as well.
These dental services are so designated. A1l services rendered to
KMAP recipients must be completed prior to billing the Program for
that service. This policy will be monitored through post payvment
review,

1. Out-of-Hospital Services: Payment for services is limited to
those procedures listed on the department's dental benefit
schedule, and include benefits in the followira categories:

a. Diagnostic

b. Preventive

c. Oral Surgery
d. Endodontics

e. Operative

f. Crown

g. Prosthetics

h. Orthodontics
i,  Qther Services

Out-of-Hospital refers to all locations where dental services
are provided, except hospital admittance. For example:

Clinic

Hospital Qutpatient Department
Dentist's Office

Nursing Home

Patient's Home
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2. QOut-of-Office Services: Considered to be locations where the
dentist must travel away from his usual office to render pro-
fessional services. For example:

Nursing Home
Patient's Home
Hospital Outpatient Department

Services listed on the Dental Procedural Coding/Benefit Schedule
are applicable when rendered in out-of-office locations.

3. In-Hospital Services: Refer to dental services rendered a
patient admitted to a hospital overnight. Reimbursement for
inpatient dental procedures will be made to both general
dentists and oral surgeons.

A general dentist may submit a claim for hospital inpatient
service for the patient termed "medically high risk." Medically
high risk is defined as a patient with one of the following
diagroses:

Heart Disease

Respiratory Disease

Chronic Bleeder

Uncontrollable Patient - retardate or emotionally disturbed

Other - automobile accident, high temperature, massive
infection

A11 non-emergency hospital admissions must be pre-authorized by
the PEERVIEW.
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To obtain prior authorization, a responsible person in the
primary care center's office must contact the Peerview office at
1-800-423-6512, for a pre-admission review of proposed elective
admissions. A pre-authorization code will be given to the
primary care center's office by Peerview, indicating approval
for the admission. A person in the primary care center's office
must transmit that code to the hospital's admitting office at
the time of the admission. This code allows the Peerview
coordinator to certify the admission. Kentucky hospitals will
not be reimbursed by the KMAP for non-emergency admissions
unless the admissions were pre-authorized and certified by
Peerview.

Procedural Coding/Benefit Schedule

The following list contains all dental services payable by the
KMAP. If a service is not listed, it is not payable by the
Program. Please make note of services covered for all ages and
services Timited to ages under 21. Services limited to ages
under 21 may be billed for Medicaid-eligible recipients who
have not reached their twenty-first birthday. Limitations as
to the number of times a service is payable within a calendar
year are indicated by procedure code.

NOTE: See Appendix XVI - Definitions of Dental Procedures

DIAGNOSTIC SERVICES (Available to all ages)

Procedure D0270 - Bitewing - Single Film
Procedure D0272 - Bitewing - Two Films

Procedure D0273 - Bitewing - Three Films
Procedure D0274 - Bitewing - Each Additional Film

Limit: A total of four (4) X-rays per patient, per
1?7 month period, per provider. Each of the above
codes should be for one unit of service only.

Procedure D0220 - Intraoral - Periapical Single, First Film
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Procedure D0230 -

Intraoral - Periapical Each Additional Film

Limit: A total of fourteen (14) X-rays per patient, per 12
12 morth period, per provider

Procedure D0330 -

PREVENTIVE SERVICES
Procedure D1110 -

Procedure D17201 -

Procedure D1202 -

Panoramic - Maxilla and Mandible Film
Limit: One (1) per patient, per every
twenty-four (24) month period, per provider

(Available to all ages)

Prophylaxis - Adult (Excludes Fluoride)
Note: Adult is defined as age 17 and over

Topical Application of Fluoride (Including
Prophylaxis) Children
Note: Child is defined as 16 and under

Topical Application of Fluoride (Including
Prophylaxis)
Note: Includes recipients age 17-20

Limit: One (1) per 12 month period, per patient

ORAL SURGERY (Available to all ages)

Procedure D7110 -

Procedure D7120 -

Procedure D7130 -

IMPACTIONS

Extraction, Single Tooth
Limit: Cne per tooth, per patient

Extraction, Each Additional Tooth
Limit: One per tooth, per patient

Root Removal - Exposed Roots

Note: Root removal is not payable on same
date of service to same tooth as the tooth's
extraction,

Procedure D7210 - Surgical removal of erupted tooth, requires elevation
Procedure D7211 - Surgical removal of erupted teeth, each additional

TRANSMITTAL #18

Page 4.30



—

CARINET FOR HUMAN RESOURC
DEPARTMENT FOR MEDICAID S

ES
ERVICES

PRIMARY CARE SERVICES MANUAL

SECTION IV - SERVICES COVERED

IMPACTIONS (Con
Procedure D7220
Procedure D7221
Procedure D7230

Procedure D7231
Procedure D7240

Procedure D7241

Procedure D7242
Procedure D7243
Procedure D7250
Procedure D7260

NOTE:

tinued)

- Impaction that requires incision of overlying soft
tissue and removal of tooth

- Surgical removal, soft tissue impaction, each additional

- Impaction that requires incision of overlying soft
tissue, elevation of a flap, and either removal of
bone and tooth or sectioning and removal of tooth

- Surgical removal, partial bony impaction, each additional

- Impaction that requires incision of overlyirg soft
tissue, elevation of flap, removal of bone and
sectioning of the tooth for removal

- Impaction that requires incision of overlying soft
tissue, elevation of a flap, removal of bone,
sectioning of the tooth for removal, and/or presents
unusual difficulties and circumstances

- Surgical removal, complete bony impaction, single each

- Surgical removal, complete bony impaction each additional

- Root recovery (Surgical removal of residual root)

- Oroantral fistula closure (and/or antral root recovery)

Extractions performed by general dentists in the
outpatient department of the hospital are not reim-
bursable by the KMAP except in cases determined to be
medically necessary and appropriate oral surgical care
is unavailable. Documentation will be required prior
to any payment consideration. It would be necessary
for the dentist to attach a letter of explanation to
the claim form. This letter would need to include the
diagnosis necessitating hospital care and also a
statement that an oral surgeon was not available in
the medical service area. This letter must be signed
by the dentist; delegated signatures are not acceptable.
When appropriate oral surgical care is available,
recipients should be referred to a participating oral
surgeon who can perform this service in his office.
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When the patient has already been admitted to the
outpatient department for other dental services, i.e.,
fillings, root canals, etc., in addition to the
extractions, the provider can be reimbursed for the
extractions. However, a Tetter signed by the dentist
must be attached to the claim explaining the circumstances
of the admission. Pedodontists are excluded from the
requirements concerning outpatient department extractions.
This policy is monitored through post-payment review.

ENDCDONTIC SERVICES (Limited to recipients under age 21)

Procedure

Procedure

Procedure

Procedure

Procedure

NOTE:

D3110 - Pulp Cap - Direct (Excluding Final Restoration)
NOTE: Direct pulp cap is defined as the
application of a pulp capping material such
as calcium hydroxide is placed directly on
or in contact with the vital pulp tissue.
Placement of the material over an area in
close proximity of the cap but not actually
in contact with the pulp chamber does not
constitute a direct pulp cap.

D3220 -  Vital Pulpotomy (Excludes Final Restoration)

D3310 - Root Canal Therapy, Anterior (Excludes Final
Restoration)

D3320 - Root Canal Therapy, Premolar (Excludes Final
Restoration)

D3330 - Root Canal Therapy, Molar (Excludes Final
Restoration)

The Sargenti method of root canal treatment is not

covered under the present root canal procedure codes.
When billing for root canal therapy, the procedure
constitutes treatment of the entire tooth. It is not
appropriate to perform a root canal on only one root of
a molar and bill the KMAP for root canal therapy on a
molar since that code represents treatment to the entire
tooth. These are monitored through post-payment review.
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OPERATIVE
AMALGAM -

Procedure
Procedure
Procedure
Procedure

AMALGAM -

Procedure
Procedure
Procedure
Procedure

COMPOSITE

Procedure
Procedure
Procedure
Procedure
Procedure
Procedure

SERVICES (Available to all ages)

PRIMARY

D2110
D2120
D2130
D2131

PERMANENT

D2140 -
D2150 -
D2160 -
p2161 -

RESIN

p2210 -
02310 -
D2330 -
D2331 -
D2332 -
02335 -

Amalgam - One Surface
Amalgam - Two Surfaces
Amalgam - Three Surfaces
Amalgam - Four Surfaces

Amalgam - One Surface

Amalgam - Two Surfaces

Amalgam - Three Surfaces
Amalgam - Four or More Surfaces

Silicate Cement per Restoration
Acrylic or Plastic or Composite Resin
Composite Resin - One Surface
Composite Resin - Two Surfaces
Composite Resin - Three Surfaces

Acrylic or Plastic or Composite Resin
(Involving Incisal Angle or Four or More
Surfaces)

NOTE: This procedure code can not be billed
in conjunction with any other operative
service code or the procedure code for
crowns performed on the same tooth on the
same date of service. The use of mastiques
is not allowed for this procedure code.
Policy is monitored through post-payment
review.
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Limit: Acrylic, Plastic or Composite Resin Fillings (procedure
codes D2310-D2335) are limited to anterior teeth only. Anterior
teeth are defined as tooth numbers 6, 7, 8, 9, 10, 11, 22, 23,
24, 25, 26, 27, C, D, E, F, G, H, M, N, O, P, Q, and R.

NOTE: The KMAP recognizes five (5) surfaces of a tooth (buccal
or labial, mesial, distal, lingual, ccclussal or incisal).
Any combination of the above procedure codes can be used
for a total of 5 surfaces, per tooth, per provider,
per date of service. This is monitored by both computer
audits and post-payment review.

CROWN (Limited to recipients under age 21)

Procedure D2930 - Prefabricated Stainless Steel Crown -
Primary Tooth

Procedure D2931 - Prefabricated Stainless Steel Crown -
Permanent Tooth

Procedure D2932 - Prefabricated Resin Crown -
Limit: Anterior Teeth Only

NOTE: Should a provider choose to provide crowns for anterior
teeth and/or permanent teeth, the usual and customary
charge for a stainless crown must be billed. Since
reimbursement for the tooth's restoratier is included in
the payment for the crown, this procedure cannot be billed
in conjunction with any other operative service code for
the same tooth number. This policy is reviewed by both
system audits and post-payment review.

PROSTHETIC SERVICES (Limited to recipients under age 21)

Procedure W0716 - Transitional apptiance, includes one tooth on
appliance, upper appliance
Limit: One per 12 month period, per patient

Procedure W0718 - Transitional appliance, includes one tooth on
appliance, lower appliance
Limit: One per 12 month period, per patient
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Procedure W0725 Repair of fracture of transitional appliance and
space maintainer

Limit: Three per 12 month period, per patient

Procedure W0726

Repair of fracture and replacement of one broken
tooth on a transitional appliance and space
maintainer

Limit: Three per 12 month period, per patient

Procedure D561C

Repair broken complete or partial denture - No
teeth demage
Limit: Three per 12 month period, per patient

Procedure D5620

Repair broken complete or partial denture - Replace
one broken tooth
Limit: Three per 12 month period, per patient

Procedure D5640

Replace broken tooth on denture. No other repairs.

Procedure D5630

Replace additional teeth - each tooth

Procedure D5750 Relining upper or lower complete denture

(1aboratory)

Limit: One per 12 month period, per denture,
per patient

Mote: The repair of the clasp on removable partial dentures,
and relining of removable partial dentures are not presently
covered benefits.

ORTHODONTIC SERVICES (Limited to recipients under age 21)

Limit: To any combination of the below procedures per 12 month
period totaling two, per patient

Procedure D1510 - Space maintainer, fixed unilateral type
Procedure D1515 - Space maintainer, fixed bilateral type
Procedure D1520 - Space maintainer, removable unilateral type
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Procedure D1525 -  Space maintainer, removable bilateral type

Procedure D8110 - Removable App1iance Therapy

Procedure D8120 - Fixed or cemented appliance therapy

NOTE: Tooth numbers are no longer required for orthodontic
services. See Appendix XVI - Definitions of Dental
Procedures

OTHER SERVICES

Procedure D9110 - Palliative (emergency) treatment of dental pain,
minor procedures
Limit: One per date of service, per recipient,

per dentist

NOTE: Emergency Treatment refers to an actual dental treatment,
necessary in an emergency situation, that is not covered
by any other procedure on the Dental Benefit Schedule.
Only one emergency may exist during any one visit, even
though treatment may involve more than one procedure or
tooth. It is necessary that both the diagnosis and the
actual treatment rendered be entered on each claim form
submitted for procedure D9110.

When the emergency treatment is a covered procedure, or
a non-emergency, non-covered treatment, the emergency
treatment procedure may not be billed. The following
list represents unacceptable and therefore non-payable
services for procedure D9110.

Routine office calls

Oral exams

Referrals to other dentists or physicians

Pins for retention of fillings

Saline irrigations

Full mouth deep scaling and currettage unless to relieve
acute periodental pain

N OV AW
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7. Wires revised
8. Dressing changes unless for dry socket
9. Panorex interpretation
0. When D5750 is done on same day as a denture
related D9110
11. When D7110 or D7120 are done on same day to same tooth
12. Gingevectomy
13. Appliance removal or removal of braces
14. Frenunectomy
15. Bone Trim with extractions
16. Adjust appliance or retainer
17. Papilloma removal
18, Sutures with extractions
19. Suture removal
20. When D2110 through D2332 are dcre on same day to same tooth
21. Dispensing drugs
22. Telephone contacts
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DENTAL BENEFIT SCHEDULE FOR ORAL SURGEONS (Available to A1l Ages)

The following list contains all procedures payable to oral surgeons under the
KMAP Dental Services Program. A1l other oral surgical procedures, including
x-rays, are refererced in the CPT-4 coding book.

Limit: One extraction per tooth, per patient.

SIMPLE EXTRACTIONS

Procedure D7110 - Extraction, Single Tooth

Procedure D7120 - Extraction, Each Additional Tooth

Procedure D7130 - Root Removal - Exposed Root

NOTE: Roct removal is not payable on the same date of
service to the same tooth as the tooth's extraction.

IMPACTIONS

Procedure D7210 - Surgical removal of erupted tooth, requires elevation

Procedure D7211 - Surgical removal of erupted teeth, each additional

Procedure D7220 - Impaction that requires incision of overlying soft
tissue and removal of tooth

Procedure D7221 - Surgical removal, soft tissue impaction, each additional

Procedure D7230 - Impaction that requires incision of overlying soft
tissue, elevation of a flap, and either removal of bone
and tooth or sectioning and removal of tooth

Procedure D7231 - Surgical removal, partial bony impaction, each additional

Procedure D7240 - Impaction that requires incision of overlying soft
tissue, elevation of flap, removal of bone and
sectioning of the tooth for removal

Procedure D7241 - Impaction that requires incision of overlying soft
tissue, elevation of a flap, removal of bone,
sectioning of the tooth for removal, and/or presents
unusual difficulties and circumstarces

Procedure D7242 - Surgical removal, complete bony impaction, single each

Procedure D7243 - Surgical removal, complete bony impaction each additional

Procedure D7250 - Root recovery (Surgical removal of residual root)

Procedure D7260 - Oroantral fistula closure (and/or antral root recovery)

Questions regarding oral surgical procedures should be directed toc the
Division of Policy and Provider Services at (502) 564-6890.
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6. Family Planning
1. Initial Visit
a. Complete Medical History--A complete medical history shall

be obtained and recorded and shall include, but not be
Timited to:

1) Complete obstetrical history, with menarche and
menstrual history, last menstrual period, gravidity,
parity, pregnancy outcomes, and complications of any
pregnancy and/or delivery. )

2) Any significant illnesses, hospitalizations, and
previous medical care and the indicated systems
review, e.g., cardiovascular, renal, neurologic,
hepatic, endocrine, hematologic, gynecologic (Dys-
menorrhea, metrorrhagia, menorrhagia, post-coital
51eeding, vaginal discharge, dyspareunia) and venereal

isease.

3) Previous contraceptive devices or techniques used,
and problems related to their use.

4) Present and past physical conditions which might
influence choice of contraceptive method, to include:

a) Thromboembolic disease
b) Hepato-renal disease
c) Breast and/or genital problems
d) Diabetic and pre-diabetic conditions
e) Cephalgia and migraine
fg Hematologic phenomena
Pelvic inflammatory disease

TRANSMITTAL #15 ' Page 4.40



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE

PRIMARY CARE SERVICES MANUAL

SECTION IV - SERVICES COVERED

5)

6)

7)

Relevant family health history, including significant
recurrent chronic illness, genetic aberrations, and
unusual health factors among family members.

Relevant psychiatric history, including previous
history of mental depression.

Social history.

b. Physical Examination--The initial examination shall include:

1)
2)

3)
4)
5)
6)
7)
8)

9)
10)

Thyroid palpation

Inspection and palpation of breasts and axillary
glands, with instructions to the patient for self-
examination

Auscultation of heart

Auscultation of lungs if respiratory symptoms present
Blood pressure

Weight and height

Abdominal examination

Pelvic examination, including speculum, bimanual, and
rectovaginal examinations

Extremities

Others as indicated
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c. LABORATORY AND CLINICAL TESTS--The recipient shall receive
at least the following laboratory and clinical tests.

1) Hematocrit or hemoglobin

2) Urinalysis for sugar and protein
3) Papanicolaou smears

4) Culture for N gonorrhea

5) Serology for syphilis*

d.  INFORMATION AND EDUCATION PEGARDING CONTRACEPTIVE METHODS--
The recipient shall be given comprehensive, detailed
information concerning reversible and irreversible contra-
ceptive methods available. This information shall include
mode of action, advantages and disadvantages, effectiveness,
and common side effects of each method. Basic information
concerning venereal disease shall also be given.

At the outset of the discussion, the recipient's level of
knowledae regarding reproductive functions shall be estab-
1ished and basic information presented where necessary.

Ample time shall be given for the recipient to ask pertinent

questions and to relate the presented information to
his/her personal situation.

*ONLY WHEN MEDICALLY INDICATED
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e.  PRESCRIPTION OF CONTRACEPTIVE METHOD--The physician shall
prescribe the contraceptive method, based on the medical
and psychiatric history, the medical examination, laboratory
tests, and the recipient's wishes. The physician or the
registered nurse shall give complete verbal instructions
as to use of the method, and the recipient shall also be
aiven complete written instructions.

ARNP 1imitations will be based on the written protccols as
they relate to the specific contraceptive method.

ALL OF THE PRECEDING SERVICES MUST BE COMPLETED AND DOCUMENTED
BEFORE BILLING FOR AN INITIAL EXAMINATION. Each client is
limited to one initial visit per provider per lifetime.

Revisits by Contraceptive Patients

Subsequent visits to the clinic shall be scheduled at least
annually and in accordance with the contraceptive method
prescribed.

a.  CRAL CONTRACEPTIVE RECIPIENTS shall return to the clinic
not later than three months after the initial prescription
is issued, and thereafter as indicated, or at least annually.

During the first scheduled follow-up visit, at least the
following services shall be provided:

1) An interim history, to include pain (especially in
the arms and chest), headaches and visual problems,
mood charges, leg complaints, vaginal bleeding and/or
discharge, and VD history

Review of menstrual history

Blcod pressure, weight check

Laboratory tests as indicated

WP
— e
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b. I.U.D. RECIPIENTS shall return to the clinic not later
than three months following insertion of the device, at
which time the following services shall be provided:

) A repeat pelvic examination with visual inspection of
the cervix
2) Blood pressure and weight
3) Menstrual history review
4) PReview of abdominal symptoms, fever, vaginal bleeding/
discharge

) Laboratory tests as indicated

c. DIAPHRAGM RECIPIENTS shall be seen within two to four
weeks after initial fitting, to assure that the recipient
can insert, position, and remove the diaphragm correctly.

d.  RHYTHM METHOD--Recipients usina the rhythm method shall be
seen in one morth after initial visit, for instructien and
assessing complaints, and six months thereafter, for
review of menstrual calendar and temperature charts.

e. OTHER--Recipients using other methods of contraception do
not require a routine follow-up visit for medical review
or examination prior to the required annual visit.

3. Annual Visits

Annual visits are required for all contraceptive recipients.
During these visits, at least the following services shall be
provided:

a. Interim health history to update all medical and psychiatric
information required in the initial history.

b. Complete physical examination, by the physician or ARNP,
including all procedures required during the initial
physical exam.
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Repeat of initial laboratory and clinical procedures
detailed in Section 1.c., page 3.

Evaluation of use of current method of contraceptive and
change in prescription when indicated. Any change shall

be based on interim medical and psychiatric history, physical
examination and laboratory tests, and the recipient's
satisfaction and success with the current method.

Complete verbal and written instructions if prescription

is changed.

Annual visits are limited to one per nine months.

6. Sterilization Counseling

Counseling services involving transmittal of complete information
regarding male and/or female sterilization procedures shall be
provided the individual or couple requesting such services,

plus full information concerning alternate methods of contra-
ception. These counseling services shall be provided by the
physician, the advanced registered nurse practitioner and <shall
meet at least the following conditions:

a.

QQ
.

The recipient's level of knowledge regarding reproductive
functions shall be assessed, and proper instruction given
where needed.

A full discussion of reversible contraceptive methods

shall be given.

The recipient shall be made fully aware that the sterili-
zation procedure will most likely be irreversible.
Sterilization procedures shall be explained in detail,

with use of charts or body models.

The recipient shall be given complete information concerning
possible complications and failures. ‘

The relative merits of male versus female sterilization
shall be discussed with both partners, if both are available.
The recipient shall be given information relating to the
fact that sterilization_does not interfere with sexual
function or pleasure.

The function of the counselor is to provide information,

and he/she shall in no way seek to influence the recipient
to be sterilized.
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The following conditions shall be considered contraindications
for voluntary sterilization:

a. The recipient has physical, mental, or emotional conditions
which could be improved by other treatment.

b. The recipient is suffering from temporary economic diffi-
culties which may improve.

c. The recipient or couple feel that they are not yet ready
to assume the responsibilities of parenthood.

d. The recipient expresses possible wish to reverse the
procedure in case of a change of circumstances.

1f sterilization is not desired, alternate methods of contra-
ception shall be discussed.

See Section IV, pages 4.5 and 4.6 for requirements related to
sterilization procedures.

Infertility Services

Provision shall be made for screening and diagnosis of fertility
problems. Recipients requesting infertility services shall
receive complete physical exam and history, shall be given full
information concerning reproductive functions, available tests
and possible remedial procedures, and shall be referred to and
accepted by a medical provider who can make available at least
the following services:

a. Complete history and physical examinations of both partners.
b. G.C. and serologic testing of both partners.

c. Basal body temperature monitoring.

d. Semen analysis.

e. Cervical mucus examination.

f. Vaginal smear for assessment of estrogen production.

g. Endometrial biopsy.

h. Hysterosalpingogram.

TRANSMITTAL #15

Page 4.46



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE
PRIMARY CARE SERVICES MANUAL

SECTION IV - SERVICES COVERED

8. Vaginal Infections

The clinic shall be responsible for diagnosis and treatment or
referral of recipients suffering from vaginal infections.

9. Emergency Services

Provision shall be made for handling emergencies related to
contraceptive services when the clinic is not in session.

10. Pregnancy Testing

The clinic shall provide Pregnancy testing on request by the
recipient, when indicated by the history or physical examination,
or when the prescribed method of contraception would indicate
need for same.

11. Referrals

The clinic shall be responsible for referral to the proper
resource in the following circumstances, and for ensuring that
the recipient is accepted by the resource to which he/she is
referred.

a. Medical problems indicated by history, physical examination,
or laboratory or clinical test.

b. For pregnancy related services when appropriate.

c. For social case work not appropriately handied by agency
personnel.

d. For abortion counseling.
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12. Supplies

The family planning agency shall make available to the recipient,
on a continuing basis where applicable, at least the following
contraceptive supplies:

a. Oral contraceptives

b. Intrauterine devices

c. Diaphragms

d. Foams

e. Thermometers for rhythm method
f. Jellies and Creams

g. Condoms
13. Medical Records
PN
The family planning agency shall maintain complete recipient medical
records, which shall contain but not be limited to the following:

a. Initial and interim histories -- medical, psychiatric, and
social.

b. Record of initial and interim physical examinations.

c. A1l laboratory reports.

d. Description of each visit, to include services provided,
supplies dispensed, and progress notes (recipient response
to service or to contraceptive method).

e. Record of all referrals made, to include reason for referral,
source to whom recipient was referred, and any information
obtained as a result of referral.

f. Record of any follow-up by outreach or other agency staff
outside clinic setting.

;”‘\‘
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14. Availability of Services

Services of the family planning agency shall be available to
each and every person requesting same, regardless of sex, race,

age, income, number of children, marital status, citizenship or
motive.
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H. Pharmacy

Pharmacy services must meet the standards of the pharmacy component
of the KMAP. A pharmacy component of the Primary Care Center must
hold an operation permit from the Board of Pharmacy in the state in
which the Center is Tocated.

1. Providers must maintain such records as are necessary to fully
disclose the extent of the service provided, including the
original prescription and its refills. The original prescrip-
tion must be maintained in a numerical order prescription file.
If computerized prescription records are maintained, adherence
to the requirements of Kentucky Board of Pharmacy Regulation 201
KAR 2:170 is acceptable for prescriptions for which Kentucky
Medical Assistance Program payment is requested and made.
Records must be maintained as a prescription file independent of
recipients' case records for a period of not less than five (5)
years from date of service. Providers must furnish to the
Department or its authorized representatives, as requested,
information regarding any claims for pharmacy services rendered
under the Medical Assistance Program.

2. Notification must be made to the KMAP regarding any change in
the status of the pharmacy component.

3. The cost of covered drug items which are prescribed and certified
to be required for eligible Program recipients by a duly-licensed
physician, dentist, osteopath, podiatrist, or optometrist will
be allowed under conditions established in the Primary Care
Principles of Reimbursement. "Duly-licensed physician, dentist,
ostecpath, podiatrist, or optometrist" would refer to those
individuals so licensed under the existing state regulations and
statutes effective in the state wherein they practice.

4. In addition to standard drug pre-authorization, there are
certain drugs which may be considered generally suitable for
individuals in specific 1living circumstances and/or with a
characteristic pattern of health needs (e.g. personal care home
recipients). In these circumstances, groups of drugs may be
pre-authorized for individuals upon appropriate request, with
no individual pre-authorization numbers assigned for the drugs.
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The drugs which under these circumstances may be approved as a
group, will be outlined in a separate section of the Quarterly
Outpatient Drug List.

5. The Pharmacy Program uses several investigative and screening
methods to detect any abuse on the part of the prescriber,
pharmacy, or recipient. Computer print-outs are reviewed
periodically (e.g., quarterly). Data is compared against norms
of the specific medical service areas for number of prescriptions
per recipient, cost per prescription, and cost per recipient.

If the figures show significant deviations from the norms, the
pharmacy is flagged for in-depth review. Records are more
thoroughly examined and physician, pharmacy and recipient

contacts are initiated to determine the cause for the unusual
pattern of care. If inappropriate practices are found to be
provider oriented, the case(s) is (are) referred to the respective
Peer Review Committee for recommendations for Program action,
which could include non-payment and/or suspension from the
Program.

6. The Kentucky Medical Assistance Program Outpatient Drug List

The KMAP Qutpatient Drug List indicates the specific drugs
which are covered by the Program. Limitation in available
funds has necessitated the development of the Drug List. The
Drug List is evaluated and revised in accordance with recom-
mendations from prescribers and pharmacists who participate in
the Program, in accordance with funds available, and in
accordance with the interests and needs of Program recipients.
Information obtained from consultation with the Formulary
Subcommittee (an advisory committee appointed by the chairman
of the Advisory Council for Medical Assistance), and with
practitioner/staff associated with medical schools in the State
is also utilized in accomplishing revisions to the Drug List.
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Prescription Quantities

It is expected that prescribers will prescribe the quantities
which most nearly fulfill the recipient's needs with due regard
for economy and prevention of wastage. Quantities of medication
dispensed must be the same as prescribed by the physician. The
¥MAP will not reimburse those prescriptions when quantities
prescribed have been changed by the pharmacy without approval

by the physician. This policy will be monitored through post
payment review.

Prescriptions should be filled for the EXACT quantity ordered by
the prescriber. If a change in cuantity is made, the PRESCRIBER
must approve of the change and properly document it in the
patient's record and include the following information:

a. the authorized changed quantity amount

b. the reason for the change

c. certification that the pharmacist contacted the
prescriber and requested the change which the prescriber
then authorized

d. the name of the pharmacist requesting the change

e. the date of authorization for quantity change

Also, the PHARMACIST must properly document the change in
quantity either on the Rx itself or on an attached document and
include the following information:

a. the authorized changed quantity amount

b. the reason for the change

c. certification that the prescriber has been contacted
and concurred with the change

d. the name of the prescriber and name of any office worker
who transmitted authorization on behalf of the prescriber

e. date of authorization for quantity change

f. name of pharmacist receiving authorization and filling the
prescription

g. prescription number involving quantity change
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Program coverage will not be allowed for duplicate prescriptions -
i.e. more than one prescription for a drug listed under the

same reference number (generic category) and dispensed to the

same recipient by the same pharmacy on the same day.

8. Prescriptions: New and Refills of Origirals

Prescribers must properly document (either in the patient's
chart or in the Refill Log as the case may be) all Rx's
prescribed by them for Medicaid patients and include the
following information:

drug name

strength and dosage of drug

quantity

refill Timits

days supply S
instructions for taking medicine

D QO TP

Prescriptions covered under the KMAP Outpatient Drug List and
through the Pre-Authorization Program cannot be refilled more than
five (5) times or more than six (6) morths (180 days) from the

date of the original prescription. Once a prescription has reached
this stage, a new prescription must be authorized and signed by

the prescriber in accordance with provisions in #13. Prescription
Authorizatien and a new prescription number must be assigned.

When Tistirc refills on the billirc statement, the original
prescription number should be entered. Only the date of
service would differ from the information pertaining to the

original prescription.

Prescriptions bearing refill instructions should be refilled at
appropriate intervals as shown by the dosage schedule on the
prescription for the specific drug.
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10.

11.

PRESCRIPTION REFILL NOTATIONS - State regulations require that
the pharmacist record refills of all prescription-legend drugs
by writing the date of the refill together with his/her name or
initials on the back of the original prescription. The date of
the refill may be stamped on the prescription if the pharmacist
so desires.

In instances where the KMAP has been billed for prescription
refills for which no documentation exists in the dispensing
pharmacy's records the charge will be disallowed or a refund
must be made by the dispensing pharmacy to the Kentucky State
Treasurer in the amount of Program payment for unauthorized
refills.

If computerized prescription records are maintained, adherence
to the reauirements of Kentucky RBoard of Pharmacy Regulation

201 KAR 2:170 is acceptable for prescriptions for which Kentucky
Medical Assistance Program payment is requested and made.

Legal Requirements

Current Federal and State regulations will pertain in all
instances where the KMAP reqguirements do not specify a more
stringent policy.

Product Standards

Standards for quality, safety, and effectiveness of drugs for
which the KMAP makes payment shall be those set forth in the
"United States Pharmacopeia" or "National Formulary," where
applicable, in any directives issued by the Food and Drug
Administration, where applicable, and in any state or federal
regulations, where applicable.

Prescription Substitution

Except as provided by Kentucky's Drug Product Selection ("Generic
Drug") Law, specified or express permission, approval, or consent
of the prescriber is required before a pharmacist may substitute

any other drug, medicine, chemical, or pharmaceutical preparation.
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If such approval or consent is obtained from the prescriber,
the brand name or the name of the manufacturer of the drug,
medicine, chemical, or pharmaceutical preparation dispensed
must be written on the prescription by the pharmacist.

12. Prescription Authorization

A supervising physician must sign all prescriptions prescribed
by an intern working under his/her direct supervision in a
medical teaching institution.

Practitioner authorization, i.e. actual signature of the pre-
scriber shall be required on all prescriptions not phoned in,
on all Schedule II controlled substance prescriptions, and when
the physician override (certification of brand name necessity) -
procedure is being used. For telephone prescriptions (but not
including the preceding) the pharmacist shall enter on the
prescription form the name of the prescriber and the initials
of the pharmacist. Since the date and signature of the pharma-
cist must appear on all oral prescriptions for Schedule III,
IV, and V controlled substances, additional initialing by the
pharmacist is not required.

13. Outpatient Drug List

The Outpatient Drug List is provided as a publication separate
from this manual. Changes to this list are mailed on a monthly
basis.

14. Additions To Outpatient Drug List

Drug products conforming EXACTLY in active ingredient content
to the respective generic name on the Drug List can be added

to the KMAP Outpatient Drug List when requested by prescribers
and pharmacists who participate DIRECTLY (i.e. either prescribe
drugs for or dispense prescriptions to KMAP recipients) in the
KMAP, if the followirg conditions are met:
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The name, address, telephone number, prescriber license
number or KMAP primary care number, of the individual
initiating the request must be provided.

The requested drug product must have an "effective" or
"probably effective" FDA rating.

A copy of the notification of New Drug Application (NDA)

or Abbreviated New Drug Application (ANDA) approval from

the Bureau of Drugs and/or Office of New Drug Evaluation,
National Center for Drugs and Biologics, Food and Drug
Administratior (FDA), Rockville, Maryland, must be provided,
or the requested drug product must be included as an
approved drug in the current edition of the FDA publication,
"Approved Prescription Drug Products With Therapeutic
Equivalence Evaluations." (Note: This requirement will

not apply to products marketed originally prior to 1938.)

COMPLETE information regardirg the requested drug product
must be provided and certified to the KMAP. This includes:
generic name, product name, manufacturer name, distributor
name (if different), National Drug Code Number, package
size, cost to pharmacy of most frequently purchased packaged
size, strength and dosage form, listing of all active
ingredients together with respective strength of each
ingredient. (Note: Forms for the submission of this
required information are available from the KMAP, upon
request.)

Also, if a requested product falls within a multiple source
group which includes products deemed to be therapeutically
equivalent by the Food and Drug Administration (FDA) and so
designated by an "A" code in the FDA publication referenced
in c. above, the requested product also must have an "A"

code in order to be added to the KMAP Outpatient Drug List.

The requested drug product must conform exactly in active
ingredient content to the respective generic entity.
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15.

16.

Drug Pre-Authorization

The Pharmacy Program includes a drug pre-authorization procedure
which supplements the KMAP Outpatient Drug List. Some medications,
which are not on the Drug List and which are essential for a
recipient to avoid hospitalization or higher Tevels of care,

may be made available through this procedure. Physician consult-
ants and agency emploved nurses review each request and make
determinations on the basis of Program criteria.

Certain criteria must be met before the drug is approved. (See
Appendix.) If the requested drug is approved, the recipient's
chcice of pharmacy is contacted to determine whether the pharmacy
will provide the approved drug.

The original authorization is valid for a time determined on an
individual basis - provided the recipient remains eligible and
the need for the drug continues to exist.

Information regarding pre-authorization may be obtained by
calling TOLL FREE 1-200-372-2986.

Lock-In
a. Utilization Review:

Utilization review of recipient participation patterns
occasionally demonstrates exceptional and excessive use of
Program benefits. Recipients in this category may be
placed in Tock-in status which 1imits their physician and
pharmacy benefits.

The recipient will remain on the Lock-In Program until the
utilization profiles indicate a normal utilization pattern
for the recipient's condition. Lock-in Timitations only
apply to physician and pharmacy services, and do not
preclude needed emergency services or referral.
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Identification of Lock-In Recipients:

Lock-In recipients are identified by a special, pink
Medical Assistance Identification Card. Each eligible
member of a Lock-In family unit will be issued this special
MAID Card monthly. The names of the recipient's Lock-In
pharmacy and/or physician provider will be entered on the
MAID card each month.

Pharmacy Profiling System

Each Lock-In recipient is entitled to Pharmacy services as
prescribed by their Lock-In Physician. The number of pre-
scriptions and days' supply are monitored by the selected
Lock-In Pharmacist, by use of a profiling system.

Cccasionally unique situations arise, which necessitate the
dispensing of medication in a manner which deviates from

the general guidelines of the Lock-In Program (i.e., more
than 4 prescriptions per month). In these situations, the
Pharmacist is encouraged to exercise his professional judge-
ment in dispensing the medication(s). If a cuestionable
case should arise, the Pharmacist is encouraged to contact
the Lock-In Coordinator for verificaticn of coverage.

The advantages of profiling systems have demonstrated an
improved utilization of medication as well as a significant
cost savings through a reduction of unnecessary prescriptions.

Program staff will conduct retrospective reviews of utili-
zation patterns and any problems that are identified will
be discussed with the Pharmacist.

Emergency Situations

If a recipient should request medications from a Pharmacist
OTHER THAN THE LOCK-IN PHARMACIST, careful inquiry should
be made concerning the reason (emergency - recipient out of
town, Lock-In Pharmacist out of medication, etc.) for the
request.
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If it is determined by the Pharmacist that a real emergency
or unique situation exists, the prescription should be
dispensed and the Lock-In Coordinator notified by mail or
phone, to assure reimbursement. See Page 4.13, Section IV,
#8, Lock-In Recipients for further information.

17. Procedure Code

The procedure code to be billed for all prescriptions is
99199.

18. Drug Utilization Review

Drug Utilization Review (DUR) is designed to monitor pre-
scription drug use by Medicaid recipients. The purpose of

the DUR is to identify and help resolve problems potentially
related to drug therapy. Therapeutically oriented criteria are
applied to all medical history profiles and the high risk
patients are then confidentially reviewed by a Drug Utilization
Peview Committee composed of a practicing physician, pharmacist,
ard registered nurse.

I. Clinical Pharmacist's Services

Clinical pharmacist's services, provided by a licensed pharmacist on

the staff of the Primary Care Center, include obtaining and recording
recipient medication histories, monitoring drug use, contributing to

drug therapy, drug selection, counseling, administering drug program,
and surveillance for adverse reactions, and drug interactions.

Individual clinical pharmacist service counseling rendered eligible
recipients is a cost-allowed service and shall be documented in the
patient's records. Services may be reported on the year-end cost
report as a cost of the center's total cost, but can not be billed
~on the MAP-7.
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Audiology

Audiology services provided by the Primary Care Center are lTimited to
the services covered through the Hearing Services element of the

KMAP, A1l audiologists must hold a current, unrevoked and unsuspended
Kentucky audiologist's license issued by the State Board of Examiners
for Speech Pathology and Audiology under KRS Chapter 334. An out-
of-state audiologist who holds a Certificate of Clinical Competence
issued by the American Speech and Hearing Asscciation, as well as
appropriate licenses as required by the state in which he or she
practices, may also participate in the KMAP.

A11 hearing aid dealers must hold a current, unrevoked and unsuspended
license issued by the Kentucky Board for Licensing Hearing Aid

Dealers under requirements set forth in KRS Chapter 334 or hold a
current, unrevoked and unsuspended certificate of endorsement.

If an audiologist meets Program requirements for participation as
both an audiologist and as & hearing aid dealer, and is engaged

in the practice of both, he may participate in the KMAF as either an
audiologist or as a hearing aid dealer, but not both.

A11 services covered under the Hearing Services element of the
Program are currently Timited to eligible recipients who have not yet
reached their twenty-first birthday (coverage for those turning 21
will continue through the end of their birth month).

1. Audiological Services
a. Program coverage includes a complete hearing evaluation

provided an eligible recipient by an audiologist who
meets the reauirements for licensure in Kentucky.*
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Additional coverage extends to a hearing aid evaluation
provided by such an audiologist to an eligible recipient,
when such is indicated by the results of the hearing
evaluation.*

*Equipment utilized in performance of these tests must meet
ANSI Standards and Specification. The audiometer should be
checked at least once per year to assure proper functioning;
proof of calibration and/or repairs should be available.

The audiometer should be checked periodically by a simple
Tistening test with the same person doing the testing, that
person being familiar with the levels at which his hearing
responds at each frequency.

When a hearing aid has been fitted as the result of the
above evaluations, Program coverage includes up to three
follow-up visits over a six-month period to insure that the
recipient has become properly adjusted to the new hearing
aid. Such follow-up should include counseling of recipient
and family as to proper use and care of the aid, plus
attention to any psycho-social problems resulting from loss
of hearing and the wearing of the aid.

Six months after final fitting of the hearing aid, a
follow-up visit by the recipient to the audiologist is
required.

Should loss of or extensive damage to a hearing aid purchased
through the Program necessitate replacement of the aid,

the Program covers the audiologist's complete re-evaluation
of the hearing loss.

(1) When replacement of the hearing aid becomes necessary
within one year of the original fitting, the second
aid will be fitted upon the recommendation of the
audiologist.
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(2) When replacement of the hearing aid becomes necessary
more than one year after the original fitting, the
recipient must be examined by a physician and his
hearing loss re-evaluated by an audiologist.

Should medical, physical, or other conditions pertinent to
the recipient's hearing 1uss change to such extent that
use of & hearing aid other than the one originally fitted
is indicated, the Program covers the audiologist's complete
re-evaluation of the hearing loss.

NOTE: The audiologist is required to give the appropriate
written, signed, and dated statements regarding the replace-
ment aid as described for recommendaticr and fitting of the
original aid. See page 4.71, Hearing Aids, 2b.

Exclusions from Benefits - The following services are at

“the present time excluded from Program benefits:

(1) Routine screening of individuals or groups for identi-
fication of hearing problems. Program coverage
extends only to those hearing evaluations performed
when the recipient has been referred to the audiologist
or hearing clinic by a physician or when there has
been some indication of hearing loss prior to the
evaluation.

(2) Hearing therapy except as covered through six-month
adjustment counseling following fitting of a hearing
aid.

(3) Instruction in 1ip reading, except as covered in
six-month adjustment counseling following fitting of
a hearing aid.

(4) Any item or service for which the individual has no
obligation to pay and which no other person has a
legal obligation to provide or pay for.
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(5) Benefits are limited to those eligible recipients who
have not yet reached their twenty-first birthday.
Those 21 and over are currently excluded.

2. ~ Hearing Aids

al

The KMAP can make payment to a perticipating hearing aid
dealer for a hearing aid provided to an eligible recipient,
when that recipient has been examined by a physician and an
audiclogist who meets Program standards for participation.
Examinations by, and recommendations of, the physician and
the audiologist must be rendered within ninety (S0) days
prior to the fitting. (This 90-day period begins on the
date of the physician's examination or the audiologist's
evaluation, whichever is earlier.)

Reimbursement by the Program for the hearirg aid will be
authorized only when the physician has examined the
recipient and the audiologist has verified the recipient's
hearing loss and has recommended that a hearing aid is
necessary and will improve the recipient's hearing ability.
\1s0, the hearing aid dealer must have provided the
recipient with an aid specifically recommended by the
audiologist.

If a hearing aid is needed as a result of the hearing
evaluation and the hearing aid evaluation, the audiologist
must recommend that an aid be fitted for the recipient who
is given the following papers:

(1) The written, signed, and dated Statement of Medical
Clearance from the examining physician and

(2) A written, signed, and dated recommendation for a
hearing aid to include the make and model of the
hearing aid. The recipient should be instructed to
then take these to a KMAP participating hearing aid
dealer to obtain the recommended hearing aid.
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General Program coverage extends only to monaural hearing
aids.

When the recipient suffers from refractive error and the
audiologist recommends use of an eyeglass hearing aid,
Program payment can be made for the hearing aid and for
the eyeglass temples. Other financial arrangements may be
made by the hearing aid dealer for payment of any incurred
cost of eyeglass fronts or lenses.

Program reimbursement for the hearing aid is to be considered
payment in full for all components and attachments necessary
for initial, successful operation of the instrument*,

plus general service to the instrument for a period of one
year. General service is to include any cleaning, adjust-
ent, and minor repairs to the instrument, which do not
necessitate return of the instrument to the manufacturer.
When Program payment is requested for the hearing aid, the
dealer agrees to accept this payment as payment in full for
the above items and services, even though the amount of
Program payment may not equal his usual and customary

charge for the hearing aid. Additional remuneration may

not be accepted from the recipient or any other source
toward these items or services. *Eyeglass Hearing Aid
exception - See preceding paragraph.

Cords - The Program will reimburse the hearing aid dealer
for replacement cords necessary for proper functioning of
the hearing aid.

Repairs - The Program will reimburse the hearing aid
dealer for necessary repairs to the hearing aid, when such
repairs entail replacement of vital components of the aid
and necessitate return of the aid to the manufacturer.

No reimbursement will be made by the Program for repairs
normally covered by the manufacturer's guarantee.
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Replacement of aid

(1) Should a hearing aid purchased through the Program be

(2)

lost, or damaged to an extent which makes effective
repair impossible, the Program can make payment for a
replacement hearing aid. In case of extensive damage,
written verification must be obtained from the manu-
facturer attesting to the impossibility of repair of
the aid.

(a) If replacement becomes necessary within one year
of the origiral fitting, the second aid will be
fitted upon the recommendation of the audiologist.

(b) If replacement becomes necessary after the
original fitting, the recipient must be examined
by the physician and his hearing Toss re-evaluated
by an audiologist.

Should medical, physical, or other conditions pertinent
to the recipient's hearing loss change to such extent
that use of a hearing aid other than the one eriginally
fitted is indicated, the Program can make payment to
the audiclogist for a complete re-evaluation of the
hearing Toss. Recommendation for the fitting of a
replacement aid must be received from an audiolcgist,
through the same procedures followed in the fitting of
the original hearing aid.

(a) Replacement will not be covered upon request by
the recipient only.

(b) Replacement for the sole purpose of incorporating
recent improvements or innovations in hearing aids
will not be covered, unless such replacement will
result in appreciable improvement in the recipients
iearing ability, as determined by evaluation of
the audiologist. In such cases, the audiologist's
full written explanation must accompany the hearing
aid dealer's billing for the fitting.
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Exclusion from Benefits - The following items are specifically
excluded from Program coverage. Payment for same may be
requested from the recipient if applicable.

(1)

Binaural hearing aids. Each recipient is limited to
one aid per ear per date of service. A replacement

aid can be processed at a later date if the replacement
aid is for the same ear.

Replacement batteries for the initially purchased
hearing aid.

Replacement earmold for the initially purchased
hearing aid.

Telephone switches, unless buiit in by manufacturer as
standard part c¢f hearing aid and included in standard
charge for hearing aid.

Devices for listening to radio and television.

Other accessories not usually part of a standard
hearing aid and unnecessary for basic cperation of a
hearing aid.

Preparations for cleaning of hearing aids.

Ointments and drops for relief of irritation caused by
wearing of hearing aid.

Any item or service for which the recipient has no
obligation to pay and which no other person has a
legal obligation to provide or pay for.
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Procedural Codi

ng

Covered service
on the staff of
form.

A. Procedure

The follow
to audiolo

V5000

V&010
V5020

WC030

B. Procedures

s provided by an eligible audiologist and/or hearing aid dealer
the primary care center should be entered on the MAP-7, Invoice
Codes

ing are codes used in billing the covered services reimbursable
gists:

Audiometric Exam - Hearing Exam Including The Measuring of
Hearing Acuity and Tests Relating to Air Conduction, Bone
Conduction, Speech Reception, Threshold and Speech
Discrimination

Hearing Aid Evaluation Test

Conformity Evaluation (Up to 3 Visits Within 6-month Pericd
Allowable)

Six-Month Follow-Up Visit

codes

The following are codes used in billing the covered services reimbursable

to a heari
needed att
following:

1. Initi
(a)

(b)

(c)

ng aid dealer. Billings for hearing aids must include the
achments with the submitted MAP-7 in accordance with the
al Aid

Attach a signed, dated specification for the hearing aid to
include name, make and model,

Attach a signed and dated statement of Medical Clearance from
the examining physician, and

Laberatory Invoice from the manufacturer for the cost of the
aid, earmold, and batteries.
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2.

Replacement Aid (Less than 12 months since previous aid was fitted.)

(a) (Same a #la)...and

(b) Attach the manufacturer's statement of irreparable damage to
the previous aid if applicable.
(c) Attach a signed, dated statement of significant hearing

improvement with the use of the new aid from the audiologist,
and

(d) Same as 1,c.

Replacement Aid (Over 12 months since previous aid was fitted)

V5170
V5180
V5210
V5220
W0073

as #1(a)...and

as #2(b)...or

as #2(c)...and

as #1(c)...and

as #1(b).

Hearing Aid, Monaural, Body Worn, Air Conduction
Hearing Aid, Monaural, Body Worn, Bone Conduction
Hearing Aid, Monaural, In The Ear

Hearing Aid, Monaural, Behind The Ear

Dispensing Fee

Hearing Aid, Cros, In The Ear

Hearing Aid, Cros, Behind The Ear

Hearing Aid, Bicros, In The Ear

Hearing Aid, Bicros, Behind The Ear

Earmold (To be billed only with V5030, V5040,
V5050, V5060, V5170, V5180, V5210, and V5220)
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W0074
b. W0080
W3051
c. W0090
W3052
d. 0075

Battery (To be billed only with V5030, V5040,
V5050, V5060, V5170, V5180, V5210, and V5220)

Professional Fee for Replacement of Cord
Replacement of Cord

Professional Fee for Repair of Aid

Cost of Aid Repair

Adapticn of the Hearing Aid for use with a
Bone Cscillator and Headband (To be billed

only with V5030, V5040, V5050, V5060, V5170,
V5180, V5210, and V5220)
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K. Vision

Vision care services are limited to the services covered through the
Vision Care Services element of the Medical Assistance Progranm.

1.

Eligibility Requirements

The recipient must be eligible for services when the supplies
(eyeglasses) are ordered, since the order date is considered to
be the "Date of Service" when billing for professional precedures
and laboratorv procedures. This date will be the same as found
on the laboratorv invoice which must be attached to bills.
(Approval of a prior autherization does not mean the recipient

is eligible at the time of approval or at a later date.)

Diagrostic Services
The Program can reimburse optometrists for examinations and
limited diagnostic services for all eligible recipients, regard-
less of age. Please refer to the American Optometric Association
(AOA) 1984 Edition Booklet entitled, "Optometric Prncedures -
Diagnostic and Treatment" Section I, II, and IV. O0f the services
listed therein, the following are NOT covered:
Section II - INDEPENDENT OPTOMETRIC DIAGNOSTIC PROCEDURES

I. MICROBIOLOGY SERVICES

J.  UNLISTED DIAGNOSTIC PROCEDURE
Section IV - SPECTAL SERVICES AND REPORTS

ADMINISTRATIVE SERVICES (Exception 99050 - Services
requested after hours in addition to basic service.)

Limitations on Covered Office and Home Visits
New patient office medical services codes 90000, 90010, 90018,

Q0017 and 90020 are 1imited to one (1) per patient, per provider
per twelve (12) month period.
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Established patient medical services codes 90070, 90080, and
90170 are limited to one (1) per patient, per provider, per
twelve (12) month period.

New patient home medical services codes 90100, 90110, 90115, and
90117 are limited to one (1) per patient, per provider, per
twelve (12) month perind.

Procedure codes 92002 and 92004 are 'imited to one (1) per
patient, per provider, per twelve (12) month period.

Procedure codes 92012 and 92014 are Timited to one (1) per
patient, per provider, per twelve (12) month period.

Procedure codes 92002, 92004, 92012, and 92014 may NOT be used
with the following procedure codes: 90000, 30010, 90015, 90017,
90020, 90030, 90040, 90050, 90060, 90070, and 90080.

Eye and Ocular Adnexa Services

Coverage of the following services is effective with July 15,
1986, dates of service and thereafter. Compliance with the
effective date of this coverage will be enforced through post-
payment review,

65205 Removal of foreign body, external eye; conjunctival
superficial

65210 Removal of foreign body, conjunctival embedded (includes
concretiors), subconjunctiva or scleral nonperforating

65720 Removal of foreign body, corneal, without slit lamp

652272 Pemoval of foreign body, corneal, with slit lamp

67820 Correction of trichiasis, epilation, by forceps only

68800 Dilaticn of lacrimal punctum, with or without irrigation,

unilateral or bilateral

68820 Probing of nasolacrimal duct, with or without irrigation,

unilateral or bilateral
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4, Eyeglasses
a. Conditions of coverage

The KMAP can cover eveglasses when the following conditions
are met. The KMAP reauires that the services listed in
this subsection 4. Eyegqlasses be prior authorized before
payment is made. Prior authorization Form MAP-8 and
instructions for completion can be found in the Appendix.

(1) Age

The Program can cover laboratory costs of frames,
lenses, and appropriate dispensing fee for services
— rendered to all eligible recipients up to the age of
' 21 (coverage for those turning 21 will continue
through the end of their birth month).

(?Y Diagnosis

Eligible recipients must be in one of the following
four categories:

(a) Amblyopia

(b) Post surgical eye care

(c) Low or subnormal vision

(d) Other diagnostically irdicated need for eyeglasses

(3) Minimum Prescription

Visual conditions requiring prescriptions for correction
shall contain power in the stronger lens no weaker than
the following:

+0.50 or -0.50 sphere +0.50 or -0.50 cylinder
0.50 diopter of vertical prism
A total of 2 diopters of lateral prism
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(4) Frame and Lenses Requirement
(a) Frame

1) A1l frames must be of domestic distribution,
first quality and free of defects. The
material must be normally resistant to
damage or breakage, and must be finished
with a high polish.

2)  To enable replacement of lenses and frame
parts, all frames must have imprinted on
them the following information: Eye size,
bridge size, temple length, and the manu-
facturers' name or trademark.

3) The provider must allow the patient to try
on and select from an adequate selection of
appropriate, approved frame styles. The
minimum selection is to be three each of
girls' and boys' frame styles, and three
sizes of each style. The recipient may use
his own frame if he or she chooses.

(b) Lenses

1) Orly first quality lens may be used. They
must be available in a complete range of
corrected curves. They must be free of
defects and packaged in the manufacturers
original envelope or box, and must meet the
inspection, tolerance, and testing procedures
of the American Standard Prescription
Requirements.

~Ny
——

Unless contraindicated, case hardened lenses
should be prescribed for all recipients.
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3) In those cases where a charge in prescription
has been made within twelve consecutive
months, only the lenses are to be changed
and must meet the minimum change in prescrip-
tion stated under limitations in coverage,
The frame cannot be replaced if it is intact
and appropriate.

NOTE: Supplies and materials other than
eyeglasses and visual aids used in a
diagnostic service such as eye drops,
cotton swabs, etc. are considered to be
part of the service therefore they are
included in the payment for the service
rendered and additional charges may not
be made to the Program or the recipient
for these items.

b. Limitations in coverage

(1) Recipients are limited to 2 pairs of glasses per 12
months in accordance with the following:

-The recipient may have two complete pairs of
eyealasses within a 12 month period beginning
with the date of his/her first or initial pair.
(Recipients are limited to one initial pair
within 12 months.) The second or replacement
pair may be a completely new pair of glasses.

OR )
-The recipient may receive ? replacement pairs of
qlasses within 12 months beginning with the date
he receives his first replacement pair;
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(3)

OR
-The recipient may receive anv combination of parts
for his/her glasses; e.a., 2 fronts, 1 temple,
4 lenses; so Tong as the total parts combined
make up NO more than two pairs of glasses;
OR

-The recipient may receive one initial pair or one
replacement pair and any combination of parts so
Tona as the total parts combined make up no more
than ore additional pair of glasses.

Changes in prescription must meet a minimum of:

+0.50 sphere

+0.50 cylinder
1.00 cylinder or less--10° change in axis
1.25 cylinder or greater--5° change in axis

Telephone contacts are excluded from payment.

Contact lenses are excluded from payment. However
fittino of contact Tenses is payable but must meet
ore of the following criteria:

(a) CORRECTED acuity in the best eye is 20/50 ard
can be improved with use of contact lenses or;

(b) Visual prescription of +8.00 diopter or greater, or;

(c) 4.00 diopter anisometropia (difference in power
between eves) or;

(d) MEDICALLY INDICATED or MEDICALLY NECESSARY is
written or typed on claim form or attach the
same in the form of a written or typed note or a
formal attachment such as the invoice or patient
chart to the claim form. The patient's record
must document that this method of correction was
medically necessary or medically indicated.
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(5) Safety glasses are excluded from payment except in
those cases where the recipient is blind in one eye or
has only one eve. In these cases, this must be
entered on both the pre-authorization request and the
billing form.

(6) Tint is pavable only if the prescription specifically
states the diagnosis of photophobia. This must be
entered on both the pre-authorization request and the
billing form,

(7)  Program reimbursement for eveglasses must be considered
payment in full. The cost of both Taboratory materials
and dispensing fees must be killed to either the
Program or the recipient. Should any portion of the
amount be billed to or paid by the recipient, no
respensibility for reimbursement shall attach to the
Department and no till for the service shall be paid
by the Department.

Dispensing of Eyeglasses

This includes single or bifocal vision prescription, services to
frames, and deliverv of completed prescription.

a.

SINGLE VISION PRESCRIPTIONS. The lens selection and design
should meet the recipient's physical, occupational, and/or
recreational requirements. The finished prescription must
be verified by the prescriber to ascertain that it meets
the lens power and lens specifications ordered. It is the
respcrsibility of the prescriber to ascertain that only
first-quality materials approved by the KMAP are being
provided the recipients, and that the fabrication conforms
to the standards. The prescriber shall be responsible at
no further cost to the KMAP or the recipient for the
replacement of inaccurately filled prescriptions, non-
authorized materials, defective materials, or improperly
fitting lenses.

RIFOCAL PRESCRIPTIONS. Same requirements as #1 unless
contraindicated Kryptok bifocals are prescribed.
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Profe

The p
conta
Editi
Treat

92340
92341
92352
92353

92370

SERVICES TO FRAMES. This includes frame selection and
measuring to meet the recipient's facial fitting, occupational
and/or recreational requirements. The provider must allow
the patient to try on and select from an adequate selection
of appropriate, approved frame styles. The minimum selection
is to be three each of girls' and boys' frame styles, and
three sizes of each style. The recipient may use his own
frame if he or she so chooses. The finished prescription
should be verified by the provider to ascertain that it
meets the frame specifications ordered. It is the responsi-
bility of the provider to ascertain that only first-quality
materials approved by the KMAP are being provided the
recipients. The provider shall be respansible at no

further cost to the KMAP or the recipient for inaccurately
filled prescriptions, non-authorized materials, defective
materials, or improperly fitting frames.

DELIVERING COMPLETED PRESCRIPTION. This includes at no
further cost to the KMAP or the recipient instructing the
recipient in the use of the prescription, adiustment of the
prescription, and subsequent miner adjustments for a period
of one year.

ssional Services for Dispensing and Repairing Eyeglasses

rocedure codes for dispensing and repairing eyeglasses as
ined in the American Optometric Association (AOA) 1984

on Booklet entitled, "Optometric Procedures - Diagnostic and
ment," Section III are as follows:

- Professional fee for the dispensing of the INITIAL
PAIR of eyeglasses. The initial pair always
includes BOTH the frame and lenses.

Professional fee for the dispensing of a REPLACEMENT
PAIR or part of the eyeglasses. When a lens prescrip-
tion change is necessary while the frame continues to
be functicral, even longer than 12 months, the replace-
ment code should be used.
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W0091 - Hinge Repair - This is inclusive of both the profes-
sional fee and supply cost. Do NOT bill with procedure
code for professional services.

0f the services Tisted in the (AOA) 1984 Booklet, the following are
NOT covered:

Section III - OPTOMETRIC TREATMENT SERVICES

A.  OPHTHALMIC LENS TREATMENT SERVICES

02342 Treatment with spectacles, except for aphakia;
multifocal, other than bifocal

92358 Prosthesis service for aphakia, temporary

o B.  COMTACT LENS TREATMENT SFPVICES

92070 Prescription and management of contact lens for
treatment of disease, including supply of lens.

92325 Modification of contact lens
92326 Replacement of contact lens
C. LOW VISION TREATMENT SERVICES

D.  VISION THERAPY SERVICES

The (ICD-9-CM) and (COPT) procedure coding structures
are not acceptable,

E. PROSTHETIC EYE SERVICES
F.  ANISEIKONIC TREATMENT SERVICES
G. CTHER PROCEDURES
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7. Laboratory procedure codes for eyeglasses and parts are as follows:

V2020 Frames, Purchases

V2100 Sphere, Single Vision, Plano to Plus or Minus,
4.00, Per Lens

V2101 Sphere, Single Vision, Plus or Minus 4.12 to Plus
or Minus 7.00D, Per Lens

V2102 Sphere, Single Vision, Plus or Minus 7.12 to Plus
or Minus 20.00D, Per Lens

V2103 Spherocylinder, Single Vision, Plano to Plus or
Minus 4.00D Sphere, .12 to 2.00D Cylinder, Per Lens

V2104 Spherocylinder, Single Vision, Plano to Plus or
Minus 4.00D Sphere, 2.12 to 4.00D Cylinder, Per Lens

V2105 Spherocylinder, Single Vision, Planc to Plus or
Minus 4.00D Sphere, 4.25 to 6.00D Cylinder, Per Lens

V2106 Spherocylinder, Single Vision, Plano to Plus or
Minus 4.00D Sphere, Nver 6.00D Cylinder, Per Lens

V2107 Spherocylinder, Single Vision, Plus cr Minus 4.25 to
Plus or Minus 7.00 Sphere, .12 to 2.00D Cvlinder,
Per Lens

V2108 Spherocylinder, Single Vision, Plus or Minus 4.25D to
Plus or Minus 7.00 Sphere, 2.12 to 4.00D Cylinder,
Per Lenrs

V2109 Spherocylinder, Single Vision, Plus or Minus 4.75 to
Plus or Minus 7.00D Sphere, 4.25 to 6.00D Cylinder,
Per Lens

V2110 Spherocylinder, Single Vision, Plus or Minus 4.75 to
7.00D Sphere, Over 6.00D Cylinder, Per Lens

V2111 Spherocylinder, Single Vision, Plus or Minus 7.25 to
Plus or Minus 12.00D Sphere, .25 to 2.25D Cylinder,

Per Lens

V2112 Spherocytinder, Single Vision, Plus or Minus 7.25 to
Plus or Minus 12.00D Sphere, 2.25D to 4.00D Cylinder,
Per Lens

V2113 Spherocylinder, Single Vision, Plus or Minus 7.25 to
Plus or Minus 2.00D Sphere, 4.25 to 6.00D Cylinder,
Per Lens

V2114 Spherocylinder, Single Vision, Sphere Over Plus or
Minus 12.00D, Per Lens

V2115 Lenticular, (Myodisc), Per Lens, Single Vision

TRANSMITTAL #18 ' Page 4,91



CARINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PRIMARY CARE SERVICES MANUAL

SECTION IV - SERVICES COVERED

V2116
V2117
V2118
V2199

V2200
V2201

V2202
V2203
V2204
V2205
V2206
V2207
V2208
V2209
y2210
V2211
V2212
V2213
V2214
V2215

V2216
V2217

Lenticular Lens, Nonaspheric, Per Lens, Single Vision
Lenticular, Aspheric, Per Lens, Single Vision
Aniseikonic Lens, Single Vision

Not Otherwise Classified, Single Vision Lens

Rifocal, Glass or Plastic (Up to and Including 28mm
Seg Width, Add Power Up te And Including 3.25D)

Sphere, Bifocal, Plano to Plus or Minus, 4.00D, Per Lens
Sphere, Bifocal, Plus or Minus 4.12 to Plus or Minus
7.00D, Per Lens

Sphere, Rifocal, Plus or Minus 7.12 to Plus or Minus
20.00D, Per Lens

Spherocylinder, Bifocal, Plano to Plus or Minus

4,000 Sphere, .12 to 2.00D Cylinder, Per Lens
Spherocylinder, Rifocal, Plano to Plus or Minus 4.00D
Sphere, 2.12 to 4.00D Cylinder, Per Lens
Spherocylinder, Bifocal, Plano to Plus or Minus 4.000
Sphere, 4.25 to 6.00D Cylinder, Per lens
Spherocylinder, BRifocal, Plano to Plus or Minus 4.00D
Sphere, Over 6.00D Cylinder, Per Lens

Spherocylinder, Bifocal, Plus or Minus 4.25 to Plus

or Minus 7.00D Sphere, .12 to 2.0C0D Cylinder, Per Lens
Spherocylinder, Bifocal, Plus or Minus 4.25 to Plus or
Minus 7.00D Sphere, 2.12 to 4.00D Cylinder, Per Lens
Spherocylinder, Bifocal, Plus or Minus 4.25 to Plus or
Minus 7.00D Sphere, 4.25 to 6.00D Cylinder, Per Lens
Spherocylinder, Bifocal, Plus or Minus 4.25 to Plus or
Minus 7.00D Sphere, Over 6.00D Cylinder, Per Lens
Spherocylinder, Bifocal, Plus or Minus 7.25 to Plus or
Minus 12.00D Sphere, 2?5 to 2.25D Cylinder, Per Lens
Spherocylinder, Rifocal, Plus or Minus 7.25 to Plus or
Minus 12.00D Sphere, 2.25 to 4.00D Cylinder, Per Lens
Spherocylinder, Bifocal, Plus or Minus 7.25 to Plus or
Minus 12.00D Sphere, 4.25 to 6.00D Cylinder, Per Lens
Spherocylinder, Bifocal, Sphere Over Plus or Minus
12.00D, Per Lens

Lenticular, (Myodisc), Per Lens, Bifocal

Lenticular, Nonaspheric, Per Lens, Bifocal

Lenticular, Aspheric Lens, Bifocal
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V2218
V2219
V2220
V2299
V2410

V2430

V2499
K0094
W0093
W0092

Aniseikonic, Per Lens, Rifocal

Bifocal Seg Width Over 28mm

Bifocal Add Over 3.25D

Specialty Bifocal

Variable Sphericity Lens, Single Vision, Full Field,
Glass or Plastic, Per lLens

Variable Sphericity Lens, Bifocal, Full Field,
Glass or Plastic, Per Lens

Not Otherwise Classified, Variable Sphericity Lens
Front Only

One Temple Only

Two Temples Only

Miscellanecus Services

Wong1

Hinge Pepair - This is inclusive of both the professioral
fee and supply cost. Do NOT bill with procedure code
for professional services.

A1l of the above procedure codes represent one unit of service
and must be entered as such on the billing form.
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L. Home Health Services

The home health component of a primary care center must meet the
standards for, and include, the same provision of services as the
home health element of the KMAP. The component must be licensed as
a home health agency, and be certified for participation under
Medicare (Title XVIII).

If a primarv care center meets the above requirements and wishes to
bi1l Title XIX for home health services, contact the Division of
Policy and Provider Services at 502/564-6890 for further information.
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SCREENING - EPSDT

Early and Periodic Screening, Diagnosis and Treatment (EPSDT) services
are available to all recipients from birth through age 20 who are
patients of the primary care center, or who are accepted by the
center as patients for EPSDT, following referral from another source
(i.e. Department for Social Insurance, Department for Social Services,
Local Health Department Outreach Unit, local schools, etc.).

10

The early and periodic screening services shall be under the
direction of a duly-licensed physician, nurse practitioner, or
registered professional nurse currently licensed by the state
of Kentucky who shall be responsible for assuring that the
requirements of participation are met and that the procedures
established by the Program are carried out. Paramedical staff
performing screening examinations and tests shall be trained
and their services limited to their area of competence and in
accordance with the professional practice acts governing the
health disciplines.

The screening package shall include, but not be limited to, the
following basic screening services for eligible recipients as
appropriate for age and health history and in accordance with
acceptable standards for preventive health care in children,

Health and developmental history
Unclothed physical examination
Developmental assessment

Vision and hearing testing

o0 T
e o o o
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e. Assessment of immunization status and updating

immunization

f. Assessment of nutritional status
g. Laboratory procedures

Lead*

PN N o o
N O WN
e e e e e e e

Hemoglobin or hematocrit
Sickle cell*
Urinalysis
Tuberculin skin test

*When Medically Indicated

Screening providers will be reimbursed for the screening
services outlined above, and as a
history, rendered to elig
are declared eligible for Medicaid

02-04 weeks

02-03 months
05-06 months
09-10 months
12-15 months

16-19 months

23-25 months
3 years
4 years
5 years
6 years

Serology for syphilis and/or*
Culture for gonorrhea

ppropriate for age and health
ible Title XIX clients as soon as they
» and at the following ages:

07-08 years
09-10 years
11-12 years
13-14 years
15-16 years
17 through 20 years
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4. The clinic shall maintain a medical record for each recipient
screened with all entries kept current, dated, and signed. The
record shall include, but is not limited to, the following:

Patient history

Physical assessment findings

Growth and development records

Disposition of patient

Name of referral source (name of physician, dentist, etc.)
Record of immunization

Copy of agency reporting forms

Copy of referral form

.

T —HhO OO TR
L s e & o o

5. All center records of recipients are to be completed promptly
and are to be systematically filed and retained for 5 years.

a. The center shall have policies to provide for the
systematic retention and safekeeping of recipients'
medical records for the required period of time in the
event that the clinic discontinues operation.
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[f the recipient moves to an area outside the center's
service area, written permission of the parent or guardian
shall be obtained so that a copy of the recipient's medical
records can, and shall be, transferred to the clinic pro-
viding service in that area.

Screening providers receiving requests for release of
EPSDT findings to Boards of Education and/or Head Start
Programs are directed to:

(1)

(3)

Establish an agreement with the appropriate school
superintendent and/or head start official to safe-
guard confidential information. A copy must be
retained in the center's files., Individualized
agreements to safeguard confidential information are
not required but the agreement would cover all persons
within the category living in the school district.

Obtain written authorization for the release of EPSDT
findings to school superintendents and/or head start
official from the parent and/or legal guardian,

Prior to releasing EPSDT findings, individual screening
records must be marked "confidential information."

6. The center shall have the necessary equipment, in proper working
order, to provide the basic screening tests outlined herein.
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The area utilized during the testing period of the EPSDT exam
shall provide adequate privacy and a minimum of interference to
assure maximum accuracy from the test.

7. The center shall make available for review and audit by
authorized representatives of the KMAP at all reasonable times
the medical, administrative, and financial records pertaining
to services rendered to Program recipients.

Representatives of the Program will conduct (1) surveys to
determine compliance with Federal, State and local regulations,
and (2) fiscal audits to determine cost of care.

8. The KMAP recognizes that cases of suspected child abuse and
neglect may be uncovered in regular Early and Periodic Screening
Program examinations. If such cases are discovered, an oral
report shall be made immediately by telephone or otherwise to a
representative of the local Department for Social Services
office. Within 48 hours a report in writing shall be made to
the local Department for Social Services office for use in
investigation and appropriate action to protect the child
involved.

To facilitate reporting of suspected child abuse and neglect
cases, legislation effecting the reporting of child abuse, (KRS
199.335) is printed on the reverse of Cabinet for Human Resources
Child Abuse Reporting Forms (DSS-115). These forms may be
secured from the local Department for Social Services office.

A copy of this form is included in the Appendix.
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9. Basic Services

The following tests and assessment procedures may be used in
evaluating the health status of the Program recipient. The
procedures outlined are suggested testing procedures; however,
APPROVED equivalent procedures may be used to cbtain the desired
results. The "Standards for Preventive Health Care in Children"
is to be used as a reference manual.

a. Medical History

A medical history will be obtained from the parert or
guardian by qualified personnel and retained in the
recipient's medical record. A consent form shall be
signed by the parent, quardian, or responsible person
authorizing the provider to perform the basic screening
tests, update the immunizations, and to share pertinent
information with any state agency providing service or
supervising services to the recipient.

The health service provider's professional staff (R.N.,
A.R.N.P., or M.D.) is responsible for obtaining the medical
history. If this responsibility has been delegated by the
professional to a trained paraprofessicnal, the professional
must review the findings with the parent and/or legal
guardian at the time of the physical assessment examination.
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The parent and/or legal guardian has authority to give
written consent for the EPSDT service. The Department for
Social Services will in some instances be the legal guardian
for an eligible Medicaid recipient and therefore will have
authority to give the required written consent for EPSDT
services. It should be noted, however that the Department
for Social Services only has this authority for those

cases committed by the courts to their care, i.e. foster
care children.

Procedures and Tests

The following procedures and tests shall be performed in
accordance with acceptable standards for preventive health
care in children, as appropriate for age and health history.

(1) A1l recipients of screening services shall have their
height and weight recorded and their growth percentile
measured using a standard chart. Development shall
be assessed by health history, physical findings,
appraisal of the significant milestones of the
maturation process, and utilization of standard
growth and development charts.

Standard growth charts constructed by the National
Center for Health Statistics in collaboration with
the Center for Disease Control may be secured by
request from the Division of Medical Assistance.

(2) A blood pressure shall be taken on eligible recipients
over 35 months of age and/or on all recipients of
screening services when indicated.
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(3)

(4)

A routine throat inspection shall be done on each
recipient by the examining physician, nurse, or nurse
practitioner,

A routine dental inspection shall be carried out.
Some of the children, 3 years of age and above, may
have accepted the dental component of EPSDT and been
referred at intake by outreach staff to the dentist
for diagnosis and treatment.

A1l eligible recipients are to be checked for obvious
physical defects such as hernia, orthopedic, skin,
eye, etc. If any abnormality is detected, diagnosis
and treatment or a referral shall be initiated.

A complete or dip stick urinalysis (blood, sugar,
ketone bodies, and protein) shall be done on each
recipient as appropriate for age and health history,
Bacteriuria screening shall be done for the at risk
groups.

— Vs
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Supplies and forms for Bacteriuria screening can be
obtained by writing:

Kidney Screening Program
Department for Health Services
Division of Preventive Services
275 East Main Street

Frankfort, Kentucky 40621

(7) Visual screening shall be carried out using the
appropriate Snellen Chart and/or equivalent tool.
Screening results in recipients too young to utilize
the standard equipment may be obtained by other means
such as observation, object identification, etc.

(8) A1l recipients should be checked for evidence of ear
disease such as obvious infection, foreign bodies,
wax impacted canal, drainage, or other abnormalities.
At the age of 47 months and up an audiometric evalu-
ation should be performed.

(9) A hematocrit or hemoglobin shall be done on each
eligible recipient as appropriate for age and health
history.
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(10)

(11)

When medically indicated, all eligible recipients who
are at high risk for sickle cell anemia shall be
offered screening for sickle cell anemia either
on-site or by referral.

Tuberculin Skin Tests shall be performed on eligible
recipients who are at risk for developing tuberculosis.

NOTE: Since local and district health departments
have the resources and are mandated to control tuber-
culosis, KMAP service providers should work with
their local health departments to insure that all
necessary medical, nursing and epidemiological
follow-ups are provided to KMAP service recipients
found to have infection or disease.
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(12)

(13)

(14)

An assessment of immunizations should be made and
immunizations updated if necessary. Program payment
does not include the cost of vaccines. The admini-
stration of the vaccine is included in the charge for
the screening service.

NCTE: Information regarding immunizations and vaccines
may be obtained by contacting:

The Department for Health Services Division cf Local
Health Communicable Disease and Prevention Section
275 East Main Street Frankfort, Kentucky 40621

Serology for syphillis and/or a culture for gonorrhea
shall be done when the history and nursing assessment
indicate the necessity.

Routine testing for lead poisoning shall not be
required by the Program; however, in those cases
where the physical symptoms or environmental con-
ditions indicate possible lead poisoning, a referral
should be made to the physician or to the appropriate
medical service for follow-up. If referral is made
for lead poisoning, the block 14 on the MAP-7 should
be completed.

Referrals:

At the end of the screening process abnormalities noted
should be discussed in terms understandable and meaningful
to the recipient, parent and/or guardian, and arrangements
initiated or referrals made for diagnosis and treatment.

It is expected that the primary care centers will provide
most necessary diagnosis and treatment services, reducing
the need for referrals to other providers, and establishing
continuity in the patient's care and treatment.
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A1l referrals, either within the Center or to other
outside providers, shall follow the procedures listed for
setting up diagnosis and treatment appointments.

Clients capable of and preferring to make their own ap-
pointments.

(1) Appropriate assistance is given the client by the
screening provider.

(2) Note the screening finding on the Referral Form
CH-115 and give two (2) copies of the completed
referral form to the client for presentation to the
referral resources,

Clients unable to follow through with making appointments
for diagnosis and treatment.

(1) The client's choice of referral resources is honored
and appointments are made for diagnosis and treatment
by the screening provider.

(2) Note the screening finding on the Referral Form
CH-115 and forward two (2) copies of the completed
referral form to the referral resource.
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¢c. The screening provider is to:

(1) Refer EPSDT participants to Title V services
when appropriate (See Directory of Title V
Services)

(2) Assist clients with abnormality(ies) for which
treatment is not covered by the State Title XIX
plan in securing needed diagncsis and treatment
services at little or no cost to the client.
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The KMAP requires your help as a provider of screening
services in the identification and referral of clients who
may be eligible for Women, Infants and Children (WIC)
Supplemental Food Program.

The WIC Program is designed to provide specific nutritional
foods to pregnant wcmen; breast-feeding women, up to cne
(1) year postpartum; or women to six (6) months postpartum,
plus infants and children under five (5) years of age, who
reside in an approved area and are determined to be at
nutritional risk by a health professional.

In order for the local WIC Project to be macde aware of
these children, you are asked to utilize the Referral Form
(CH-115) for any recipient screened whom you identify as
pctentially eligible for WIC benefits. The completed
CH-115 form should then be forwarced to your local WIC
Project.

The WIC Supplemental Food Program nutritional risk
criteria and a list of local WIC Projects may be secured
from the Department for Medicaid Services.
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Procedural Coding

Following EPSDT services, the invoice form (MAP-7) is to be completed in
accordarce with the instructions in Secticn VI - Completion of the Invoice
Form, with special attention directed to the services and tests listed in
blocks #11 and #12. The following coding should be entered in each box for
each service and test listed:

CCDE ASSESSMENT

A Normal

B Abnormal Referred

C Abrormal under treatment

if referrals have been made, designate in blocks #14 and #15.

A11 EPSDT examinations will use procedure code Y6000.
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N. Health Education Services
Definition

These services must provide as a minimum appropriate personnel to
present, on request, information on general health care to local
school systems, civic organizations and other concerned local groups.
Services are to include distribution of written material on pertinent
health subjects.

Health Education counseling rendered eligible recipients on an in-
dividual basis is a cost-allowed service. Services may be reported
on the year-end cost report as a cost of the center's total cost,
but cannct be billed on the MAP-7.

0. Nutritional Services

These services must be provided by a professional nutritionist on
the staff of the Primary Care Center, and must include as a minimum
individual counseling relating to nutritional problems or nutritional
education. Group nutritional services may also be provided.

Nutritional counseling rendered eligible recipients on an individual
basis is a cost-allowed service. Services may be reported on the
year-end cost report as a cost of the center's total cost, but
cannct be billed on the MAP-7.
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P. Social Services Counseling

These services must be provided by a licensed, graduate, or certified
social worker on the staff of the Primary Care Center. As a minimum,
the services must include information and referral services. Intensive
counseling is to be limited to crisis situations and health related
problems. Individuals with cther identified counseling needs are to

be referred to appropriate social service agencies.

Individual social services counseling rendered eligible recipients
is a cost-allowed service. Counseling services may be reported on

~ the year-end cost report as a cost of the center's total cost, but
cannct be billed on the MAP-7,

Q. Outreach Services

These services must be provided as a package structured to identify
health care needs in the service area.

Outreach services made as part of an established plan of care for
the patient and/or family, shall be documented in the patient's
records as to the nature and purpose of the visit. Services may be
reported on the year-end cost report as a cost of the center's total
cost, but carnot be billed on the MAP-7.
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R. Holding/Observation Accommodations

Utilization of holding/observation accommodations maintained by the
center will be covered, within the Timitations outlined below:

1.

Utilization by an eligible recipient will be considered a covered
benefit for not more than 24 hours.

Decisions to hold patients shall be the responsibility cf a
physician(s) on the medical staff of the center.

A licensed nurse shall be on duty at the center when a patient is
held in center accommodations beyond regular scheduled hours.

A duly-licensed physician shall be on call at all times during
which a patient is held beyond the regular scheduled hours of the
center.

Al1 procedures relating to the retention of and rendition of
services to patients held in center accommodations shall be set
forth in the center's patient care policies.

Procedure Code: 79084 - Holding/Observation
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V.  REIMBURSEMENT

A.

Method of Reimbursement

Primary care services are reimbursed in accordance with a cost
reimbursement system, involving a cost-based, all-inclusive rate per
visit at the time of service with a year-end settlement to adjust
payments to allowable costs. The details of this system are ex-
plained in the Primary Care Reimbursement Manual as follows:

Part 1 General Policies and Procedures
Part II  Principles of Reimbursement
Part TIT Anrual Cost Report Instructions
Part IV  Annual Cost Report

A billable service, one that will generate a payment of the estab-
lished rate per visit, is defined as a visit or encounter which
includes a face-to-face contact and a professional medical service
by either a physician, physician assistant (if licensed), nurse
practitioner, dentist, or optometrist on the staff of the Primary
Care Center. However, if a center elects to provide home health
services as an identifiable package which meets the requirements
specified in the Primary Care Program regulations, any staff member
providing services meeting these requirements who is eligible to
bi1l under the existing home health element of the Medical Assistance
Program may also bill under the Primary Care Program. A billable
service is limited to a single professional visit on a given day
regardless of the number or variety of services received during such
visit (i.e., only one Medicaid bill per day can be generated).
However, this does not preclude two or more billable services (i.e.,
Medicaid bills) from being generated if 1) the patient is seen at
different locations (i.e., outstation and main center) on the same
day or 2) has a second visit at the same location which resulted
from a different circumstance, purpose, or need.
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B. Medicare, Title XVIII Coverage

In accordance with the Primary Care Services Principles of Reim-
bursement, any KMAP responsibility for a recipient's Medicare (Title
XVIII) deductible and coinsurance payments for covered services will
be reflected on the invoice form (MAP-7) and allocated during the
year end cost settlement, (See Reimbursement Manual, Part III, cost
report instructions, section 108, page 8.05.)

The Primary Care Center shall bill the appropriate Medicare (Title
XVIIT) fiscal intermediary, prior to billing. If billing EDS
Medicare on the HCFA-1500 billing form, the primary care center must
not check the "Medicaid" block on the HCFA-1500 form nor enter the
Medical Assistance Identification Number and must choose one of the
following: 1) Require recipient to sign the HCFA-1500 claim form
for Medicare purposes; or 2) Obtain a blanket assignment from the
recipient which will permit the provider to enter the words "BRlanket
Assignment on File" in the signature block of the HCFA-1500. The
MAP-7 form shall then be completed as for any recipient, with the
amount received from Medicare reported in block 29. Program payment
for the services reflected on the invoice will be the center's
interim rate (CAC) less the amount received from Medicare,

C. Peimbursement in Relation to Other Third Party Coverage (Excluding
Medicare)

1. General

To expedite the Medicaid claims processing payment function, the
provider of Medicaid services must actively participate in the
identification of third party resources for payment on behalf of
the recipient. At the time the provider obtains Medicaid
billing information from the recipient, he/she should determine
if additional resources exist. Providers have an obligation to
investigate and to report the existence of other insurance or
Tiability. The provider's cooperation will enable the Kentucky
Medicaid program to function efficiently.
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2. Identification of Third Party Resources

In order to identify those recipients who may be covered through
a variety of health insurance resources, the provider should
inguire if the recipient meets any of the following conditions:
If the recipient is married or working, inquire about possible
health insurance through the recipient's or spouse's employer;
if the recipient is a minor, ask about insurance the MOTHER,
FATHER, or GUARDIAN may carry on the recipient; in cases of
active or retired military personnel, request information about
CHAMPUS coverage and social security number of the policy
holder; for people over 65 or disabled, seek a MEDICARE HIC
number; ask if the recipient has health insurance such as a
MEDICARE SUPPLEMENT policy, CANCER, ACCIDENT, or INDEMNITY
policy, GRCUP health or INDIVIDUAL insurance, efc., EXAMINE THE
RECIPIENT'S MONTHLY ELIGIBILITY CARD FOR AN INSURANCE INDICATOR
AND IF AN INDICATOR IS PRESENT, QUESTION THE RECIPIENT FURTHER
REGARDING OTHER INSURANCE.

3. Private Insurance

If the patient has third party resources, then the provider must
obtain payment or rejection from the third party before Medicaid
can be filed. When pavment is received, the provider should
indicate on the claim form in the apprcpriate field the amount
of the third party payment and the rame and policy numbers of
health insurance covering the recipient. If the third party
rejected the claim, a copy of the rejection notice must be
attached to the Medicaid claim.

Exceptions:
*1f the other insurance company has not made payment within 120

days of the date of filing a claim to the insurance company,
submit with the Medicaid claim a copy of the other insurance
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claim to EDS indicating "NO RESPONSE" on the Medicaid
claim form. Then forward a completed TPL Lead form to:

EDS

P.0. Box 2009
Frankfort, KY 40602
Attn: TPL Unit

*If proof of denial for the same recipient for the same or
related services from the carrier is attached to the Medicaid
billing, claims processing can proceed. The denial cannot be
more than six months old.

*A letter from the provider indicating that he/she contacted XYZ
insurance company and spoke with an agent to verify that the re-
cipient was not covered, can also be attached to the Medicaid
claim.

4. Medicaid Payment for Claims Involving a Third Party

Claims meeting the requirements for KMAP payment will be paid in
the following manner if a third party payment is identified on
the claim,

The amount paid by the third party will be deducted from the
Medicaid allowed amount and the difference paid to *the provider.
[f the third party payment amount exceeds the Medicaid allowed
amount, the resulting KMAP payment will be zero. Recipients
cannot be billed for any difference between the billed amount
and Medicaid payment amount. Providers must accept Medicaid
payment as payment in full.

If the claims for a recipient are payable by a third party
resource which was not pursued by the provider, the claim will
be denied. Along with a Third Party insurance denial explana-
tion, the name and address of the insurance company, the name of
the policy holder, and the policy number will be indicated. The
provider must pursue payment with this third party resource
before billing Medicaid again.
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D.  Dupli

Accident and Work Related Claims

For claims billed to Medicaid that are related to an accident or
work related incident, the provider should pursue information
relating to the accident. If an attorney, employer, individual
or an insurance company is liable for payment, payment must be
pursued from the 1iable party. If the liable party has not been
determined, attach copies of any information obtained, such as,
the names of attorneys, other involved parties and/or the
recipient's employer to the claim when submitting to FDS

for Medicaid payment.

cate or Inappropriate Payments

Any duplicate or inappropriate payment by the KMAP, whether due to
erroneous billing or payment system faults, must be refunded to the

KMAP.

Refund checks should be made payable to "Kentucky State

Treasurer" and sent immediately to:

Failu

EDS

P.0. Box 2009

Frankfort, KY 40602
ATTN: Cash/Finance Unit

re to refund a duplicate or inappropriate payment could be

interpreted as fraud or abuse, and prosecuted as such.
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VI. COMPLETION OF INVOICE FORM

A.

General

The Health Insurance Claim Form (HCFA-1500) (12/90) shall be used to
bill for all primary care services rendered eligible Kentucky Medi-
caid Program recipients. A claim or invoice is to be completed to
reflect all services rendered a recipient on a given date, even when
the services do not constitute a "billable service." A definition
of billable service may be found in Section V - Reimbursement, and
in the Reimbursement Manual, PART I, Section 103, page 3.01.

The original of the two part invoice set shall be submitted to EDS
as soon as possible after the service is provided. The carbon copy
of the invoice shall be retained by the provider as a record of
claim submitted.

Invoices shall be mailed to:
EDS

P.0. Box 2018
Frankfort, Kentucky 40602

. Completion of the Health Insurance Claim Form, HCFA-1500 (12/90)

An example of a Health Insurance Claim Form, HCFA-1500 (12/90) is
shown in the appendix. Instructions for the proper completion of
this form are presented below.

IMPORTANT: The patient's Kentucky Medical Assistance Identification
Card shall be carefully checked to see that the patient's name ap-
pears on the card and that the card is valid for the period of time
in which the medical services are to be rendered. There can be no
Medicaid payment for services rendered to an ineligible person.

The age of the patient will also be reflected on the Identification
Card. This shall be noted, specifically in cases where the patient
requires services that are limited to recipients UNDER the age of 21.
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HCFA-1500 (12/90) forms may be obtained from:

BLOCK NO.
2

9A

108,C

11

11C

19

U.S. Goverment Printing Office

Superintendent of Documents

Washington, D.C. 20402

Telelphone: 1-800-621-8335

ITEM NAME AND DESCRIPTION

PATIENT'S NAME
Enter the recipient's last name, first name, middle initial exactly
as it appears on the current Medical Assistance Identification
(MAID) card.
OTHER INSURED'S POLICY OR GROUP NUMBER:

Enter the recipient's ten digit Medical Assistance Identification
(MAID) number exactly as it appears on the current MAID card.

ACCIDENT:

Check the appropriate block if treatment rendered was necessitated
by some form of accident.

INSURED'S POLICY GROUP OR FECA NUMBER

Complete if the recipient has any kind of private heatlh insurance
that has made a payment, other than Medicare.

INSURANCE PLAN NAME OR PROGRAM NAME
Enter the name of the insurer and the policy number.
INSURED'S GROUP NUMBER

Enter the recipient's ten digit Medical Assistance Identification
(MAID) number exactly as it appears on the current MAID card.
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21

23

24A

24B

24D

24E

DIAGNOSIS CODE

“Enter the appropriate ICD-9-CM diagnosis codes. Does not apply to

pharmacy and non-emergency dental services.
PRIOR AUTHORIZATION NUMBER

If the service provided requires prior authorization, enter the pri-
or authorization number assigned by EDS.

DATE OF SERVICE

Enter the date on which each service was rendered in month, day,
year sequence, and numeric format. For example, April 16, 1992
would be entered as 04-16-92.

PLACE OF SERVICE

Enter the appropriate place of service code from the Tist on the
back of the claim form identifying where the service was provided.

PROCEDURE CODE

Enter the procedure code which identifies the service or supply ren-
dered to the recipient. For pharmacy claims, enter the twelve (12)
digit NDC number.

DIAGNOSIS CODE INDICATOR

Transfer "1", "2" or "3" from the field 21 to indicate which diagno-

sis is being treated. Do not enter the actual diagnosis code in
this field.
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24F

246G

24H

24K

26

28

PROCEDURE CHARGE
Enter your usual and customary charge for the service rendered.
DAYS OR UNITS

Enter the number of times this procedure was provided for the recipi-
ent on this date of service. For pharmacy services, enter the drug
quantity of each prescription billed.

EPSDT Family Plan

Enter a "Y" if the treatment rendered was a direct result of an Ear-
ly and Periodic Screening, Diagnosis and Treatment Examination.

RESERVED FOR LOCAL USE

When billing pharmacy services, enter the prescription number. When
billing dental services, enter the tooth number(s). Enter the vac-
cine dose for vaccinations. Enter the EPSDT referral codes, if ap-
plicable, for EPSDT.

PATIENT'S ACCOUNT NO.

Enter the patient account number, if desired. EDS will key the
first seven or fewer digits. This number will appear on the Remit-
tance Statement as the invoice number.

TOTAL CHARGE

Enter the total of the individual procedure charges listed in column
24F.
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29

30

31

33

AMOUNT PAID

Enter the amount received by any other private insurance, DO NOT IN-
CLUDE Medicare. If no health insurance payment amount, leave blank.

BALANCE DUE
Enter the amount received from Medicare.
SIGNATURE/INVOICE DATE

The actual signature of the provider (not a fascimile) or the provid-
er's appointed representative is required. Stamped signatures are
not acceptable.

PROVIDER NUMBER

Enter the name and address of the provider submitting the claim. Be-
side PIN # enter the eight-digit individual Medicaid provider number.

k k k k k k Kk Kk k Kk k k Kk Kk Kk k k k Kk k Kk k *k k Kk k Kk %k k k *k * k %

*Claims for covered services must be received by EDS within twelve*
*(12) months from the date of service. Claims with service dates *
*more than twelve (12) months old can be considered for processing*
*only with appropriate documentation such as one or more of the *
*following: Remittance Statements no more than 12 months of age *
*which verify timely filing, backdated MAID cards, Social Security*
*documents, correspondence describing extenuating circumstances, *
*Action Sheets, Return to Provider Letters, Medicare Explanation *

*of Medicare Benefits, etc. *
k Kk k kK Kk Kk ok Kk ok ok ok ok k ok ok k Kk Kk %k Kk Kk k k k k ok ok k kK k Kk *

TRANSMITTAL #19 Page 6.5



NEW FORM =

I Thel -
- HEALTH INSURANCE CLAIM FORM =i5A
: ~OICARE *EDICAID CHAMPUS CHAMPVA GROUP i A OTHER] ta. INSURED'S .0. NUMBER FOR PROGRAM INITEM 1
( Vleaicare ®) * Aedicaid #) T Soonsors SSN) T VA File #) [ _‘Eéleoﬂ %AN - ) D)
.;_.'UT:ENT'S NAME!Last Name. F:rs:‘Name. Miagle Initraty 3. F’AT!ENTS BIHTH DATE SE;‘ 4. INSURED'S NAME (Last Name. First Name. dMidale 1mnan
" Mo Fix
3 SATIENT'S ADDRESS iMNo.. Sreet) 6. PATIENT RELATIONSHIP TC INSURED 7. INSURED'S ADDRESS (No.. Street)
Seif | .‘ Spou591 L Chidi Olher?-'
Ty | STATE | 8. PATIENT STATUS — - CiTY i STATE ;
1 I Singter_‘! Married | Cther |_— . ‘
TP CODE | TELEPHONE ilnclude Area Code! - o " [ZFcooe TTELEPHONE (INCLUDE AREA GODE)

)

Employed — Full-Time — Pant-Timer—

1! Student | Student |

)

7 OTHER INSURED'S NAME iLast Name. First Name, Middte tnitiar)

10, IS PATIENT'S CONDITION RELATED TO:

1. OTHER INSURED'S POLICY CR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEx
— . MM 0D YY . © .
LYES INO M e

: OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b, EMPLOYER'S NAME OR SCHOOL NAME '
23wy __ - |
° W F I ives NO ‘

= EVBLCYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME

i ES e}
NSURANCE PLAN NAME OR PROGRAM NAME ‘ R LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

YES ‘____1 NO if yes. return to and comptete item 9 a-a.

READ BACK OF FORM BEFORE COMPL
i (2. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE |

+3 process this ciaim. | also request payment of government
ZEeIowW.

SIGNED o

ase of any meaical or other information necessary
yseif or 1o the party who accepts assignment

e DATE

. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | autnonze
payment of medical benefits 10 the undersigned physician or supphier for
services described beiow.

SIGNED e

> | < CARKILF

PATIENT AND INSURED INFORMATION

i
1

|
—
an

INJURY (Accigen:

14._DATE OF CURRENT ILLNESS (First s
TR A
PREGNANCY(LMP}

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.
GIVE FIRST DATE MM [a]s}

. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION
MM [a]0] YY MM [a]s] Yy
FROM TO

NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM oD . YY MM []o] Yy
] FROM TO
. 'Z. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? S CHARGES
| —_ | .
‘ [ jves [Ino | |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2,.3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
L k J S .
23. PRIOR AUTHORIZATION NUMBER
2 — s L
A e C D £ F P G A L J <
DATE(S) OF SERVICE. | Place | Type PROCEDURES, SERVICES. OR SUPPLIES DIAGNOSIS DAYS [EPSDT RESERVED FOR
From To i ot of i€xplan Unusuai Circumstances) CODE $ CHARGES OR_|Family| £y~ i coB LOCAL USE
M 2D Y MM DD ¥Y IServiceService] CPT/HCPCS | MODIFIER UNITS| Plan

|

SSN EIN

5. FEDERAL TAX |.D. NUMBER

26. PATIENT'S ACCOUNT NO.

27. ACCEPT ASSIGNMENT?
(For govt. claims. see back)

Foman
(]ves {1 no

28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
5 $ $

)‘-C{NATURE OF PHYSICIAN OR S\JPPLIER
UDING DEGREES OR CREDENTIALS
ity that the statements on Ine reverse
ipply to this bill ana are made a part tnereot.)

SIGNED CATE

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (!f other than home or office)

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME. ADDRESS. ZIP CODE
& PHONE #

GRP#

PIN#

PHYSICIAN OR SUPPLIER INFORMATION

APPROVED 8Y AMA COUNCIL CN MEDICAL SERVICE 8:88)

TRANSMITTAT, # 19
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26
27

28

31

32

33

34

Mo entry required.

TOTAL CLAIM CHARGE:

Enter the total of lines 1 - 10.
HEALTH INSURANCE AMOUNT:

Enter the total amount (if any) received from the patient's health
insurance for services billed.

AMOUNT FROM MEDICARE:

Erter the total amount received from Medicare for services billed.
Attach a copy of the Medicare Explanation of Benefits to claim.

PROVIDER NAME:

Enter the name and address of the Primary Care Center performing the
services being billed.

PROVIDER NUMBER:

Enter the eight-digit Medicaid provider number assigned to the
provider listed in block 30.

AUTHORIZED SIGNATURE:

The actual signature of the provider or authorized representative is
entered here.

COUNTY:
No entry required.
AREA:

No entry required.
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35

36

37

38

39

INVOICE DATE:

Erter the month, day, and year that the invoice was signed and
submitted to Medical Assistance,(i.e., November 15, 1988 would be
entered 11 15 88),

DATE OF SFRVICE:

Enter the month, day and year (numeric equivalent as block 35) the
services were provided. One date of service per claim.

CHARGE DISPOSITION:
No entry required.
INVCICE NUMBER:

No entry required.

No entry required,

**********************************

*Claims for covered services must be received by EDS within twelve*
*(12) months from the date of service. Claims with service dates *
*more than twelve (12) months old can be considered for processing*
*only with appropriate documentation such as one or more of the *
*following: Remittance Statements no more than 12 months of age *
*which verify timely filing, backdated MAID cards, Social Security*
*documents, correspondence describing extenuating circumstances, *
*Action Sheets, Return to Provider Letters, Medicare Explanation *

*of Medicare Benefits, etc. *
**********************************
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VIT. REMITTANCE STATEMENT

A.

General

The EDS Remittance Statement (Remittance Advice) furnishes the
provider with an explanation of the status of those claims EDS
processed. The Remittance Statement accompanies the pavment check
and is divided into six sections,

The first section prevides an accounting of those claims which are
being paid by the KMAP with the accompanying payment check.

The second section provides a 1ist of claims which have been reiected
(denied) in total by the KMAP with the corresponding Explanation of
Benefit (EOB) code.

The third section provides a list of claims EDS received which did
not complete processing as of the date indicated on the Remittance
Statement,

The fourth section proevides a list of claims received by EDS that
could not be processed as the result of incomplete claim informa-
tion. These claims have been returred to the provider along with a
cover letter that explains the reascns for the return,

The fifth section includes the summation of claims payment activity
as of the date indicated on the Remittance Statement and the year-
to-date claims payment activities.

The sixth section provides a 1ist of the EOB codes which appeared on
the dated Remittance Statement with the corresponding written expla-
nation of each EOB code.

Claims aprearing in any section of the Remittance Statement will be
in alphabetical order according to the patient's last name.
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ITEM

Section I - Claims Paid

An example of the first section of the Remittance Statement is shown
in Appendix XIII-A. This section lists all those claims for which
payment is being made. On the pages immediately following are item-
by-item explanations of each individual entry appearing on this
section of the Remittance Statement.

EXPLANATION OF REMITTANCE STATEMENT FOR
PRIMARY CARE SERVICES

DEFINITION

INVOICE NUMRER The preprinted invoice number (or patient account number)

appearing on each claim form is printed in this column for
the provider's reference.

RECIPIENT NAME The name of the recipient as it appears on the Department's

file of eligible Medicaid recipients.

RECTPIENT NUMBER The Medical Assistance 1.D. Number of the recipient as shown

on the claim form submitted by the provider.

INTERNAL CONTROL The internal control number (ICN) assigned to the claim for

NO.

identification purposes by EDS.

CLAIM SVC DATE The earliest and latest dates of services as shown on the

claim form.

TOTAL CHARGES The total charges billed by the provider for the services on

this claim form.
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AMT. FROM
OTHER SRCS

CLAIM PMT

The amount indicated by the Provider as received from a
source other than the Medicaid.Program for services on the
claim,

AMOUNT  The amount being paid by the Medicaid Program to the provider
for this claim.

For explanation of benefit code, see back page of Remittance

EOB
Statement.
LINE NO. The number of the Tine on the claim being printed
POS Place of service code depicting the Tocation of the rendered
service
PRCC Procedure code in the line item
RX NO. The prescription number used by the pharmacist to identify
this prescription
DRUG CODE The drug code number of the prescription that was dispensed
EOB Explanation of benefit code which identifies the payment
process used to pay the 1ine item
C. Section II - Denied Claims
The second section of the Remittance Statement appears whenever one
Or more claims are rejected in total. This section lists all sych
claims and indicates the EOB code explaining the reason for each
claim rejection. Appendix XIII-B.
A1l items printed have been previously defined in the description of
the paid claims section of the Remittance Statement.
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D. Section 111 - Claim in Process

The third section of the Remittance Statement (Appendix XIII-C) lists
those claims which have been received by EDS but which were not
adjudicated as of the date of this report. A c¢laim in this category
usually has been suspended from the normal processing cycle because
of data errors or the need for further review. A claim appears in
the Claims In Process section of the Remittance Statement as long as
it remains in process. At the time a final determination can be made
as to claim dispositicn (payment or rejection) the claim will appear
in Section I or 1I of the Remittance Statement.

E. Section IV - Peturned Claims

The fourth section of the Remittance Statements (Appendix XI111-D)
lists those claims which have heen received by EDS and returned to
the provider because required information is missing from the claim.
The claim has been returned to the provider with a cover sheet which
indicates the reason(s) that the claim has beer returned.

F. Section V - Claims Payment Summary

This section is a summary of the claims payment activities as of the
date indicated on the Remittance Statement and the year-to-date
(YTD) claims payment activities.

CLAIMS PAID/
DENIED

AMOUNT PAID

WITHHELD
AMOUNT

The total number of finalized claims which have been
determined to be denied or paid by the Medicaid program, as
of the date indicated on the Remittance Statement and YTD
summation of claim activity.

The total amount of claims that paid as of the date on the
Remittance Statement and the YTD summation of payment
activity.

The dollar amount that has been recouped by Medicaid as of
the date on the Remittance Statement (and YTD summation of
recouped monies).

TRANSMITTAL #18

Page 7.4



CABINET FOR HUMAN RESOURCES
DEPARTMENT FoOR MEDICAID SERVICES

PRIMARY CARE SERVICES MANUAL

SECTION vII - REMITTANCE STATEMENT

NET PAY AMOUNT
CREDIT AMOUNT

NET 1099 AMOUNT

The dollar amount that appears on the check,

The dollar amount of a refund that a provider has sent in
to EDS to adjust the 1099 amount (this amount does not
affect claims payment, it only adjusts the 1099 amount),
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SECTION VIII - GENERAL INFORMATION - EDS

A.  Correspondence Forms Instructions

Type of
Information

Recuested

Inquiry

Adjustment

Refund

Type of
Information

Fequested
Inquiry

Time Frame

for Inquiry Mailing Address

6 weeks after ELS

biiling P.0. Box 2009
Frankfort, KY 40602
ATTN: Communications Unit

Immediately EDS
P.0. Box 2009
Frankfort, KY 40602
ATTN: Adjustments Unit

Immediately EDS

P.0. Box 2009
Frankfort, KY 40602
ATTN: Cash/Finance Unit

Necessary Information

1.
2.
3.

Completed Inquiry Form

Remittarce Advice or Medicare EOMB, when
applicable

Cther supportive documentation, when needed,
such as a photocopy of the Medicaid claim
when a claim has not appeared on an R/A
within a reasonable amount of time
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Type of

Information

Requested Necessary Information

Adjustment 1. Completed Adjustment Form
2. Photccopy of the claim in question
3 Photocopy of the applicable portion

of the R/A in question
kefund Refund Check

1.

2. Photccopy of the applicable portion
of the R/A in question

3. Reason for refund

B. Telephoned Inquiry Information

What is Meeded?

Provider number

Patient's Medicaid ID number
Date of service

Billed amount

Your name and telephone number

khen to Call?

- When claim is not showing on paid, pending or deriied sections
of the R/A within 6 weeks

- When the status of claims are needed and they do not exceed
five in number

Where to Call?

- Tol1-free number 1-800-372-2921 (within Kentucky)
- Local (502) 227-2525
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C. Filing Limitations

New_Claims - 12 months from date of service
Medicare/Medicaid
Crossover Claims - 12 months from date of service

NOTE: If the claim is a Medicare
crossover claim and is recejved by
EDS more than 12 months from date of
service, but less than 6 months from
the Medicare adjudication date, EDS
considers the claim to be within the
filing Timitations and wil] proceed
with claims processing.

Third-Party
Liability Claims - 12 months from date of service

NOTE: If the other insurance company
has not responded within 120 days of
date of service, submit the claim te EDS
indicating "NO RESPONSE" from the other
insurance company,

Adjustments - 12 months from date the paid claim
appeared cn the R/A
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D. Provider Irquiry Form

The Provider Inquiry form should be used for inquiries to EDS
regarding paid or denied claims, billing concerns, and claim status.
(If requesting more than cne claim status, a Provider Inquiry form
should be completed for each status request.) The Provider Inquiry
form should be completed in its entirety and mailed to the following
address:

EDS
F.0. Box 2009
Frankfort, KY 40602

Supplies of the Provider Inquiry form may be obtained by writing to
the above address or contacting EDS Provider Relations Unit at
1-(800)-372-2921 or 1-(502)-227-2525.

Please remit both copies of the Provider Inquiry form to EDS. Any
additional documentation that would help clarify your inquiry should
be attached. EDS will enter their response on the form and the
yellow copy will be returned to the provider.

It is not necessary to complete a Provider Inquiry form when
resubmitting a denied claim.

Provider Inquiry forms may rot be used in 1ieu of KMAP claim forms,
Adjustment forms, or any other document required by KMAP.

In certain cases it may be necessary to return the Inquiry form
to the provider for 2¢ditional information if the inquiry is
i1legible or unclear.

Instructions for completing the Provider Inquiry form are found on
the next page.
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Field Number Description

1 Enter your 8-digit Medicaid Provider Number. If you are a
KMAP certified clinic enter your 8-digit clinic number.,

2 Enter your Provider Name and Address.

3 Enter the Medicaid Recipient's Name as it appears on
the Medical Assistance I.D. Card.

4 Enter the recipient's 10 digit Medical Assistance ID number.

5 Enter the Billed Amount of the claim on which you are
inquiring.

6 Enter the Claim Service Date(s).

7 If you are inquiring in regard to an in-process, paid, or

denied claim, enter the date of the Remittance Advice
listing the claim.

& If you are inquiring in regard to an in-process, paid, or
denied claim, enter the 13-digit internal contro] number
Tisted on the Remittance Advice for that particular claim.

9 Enter your specific inquiry,
10 Enter your signature and the date of the inquiry.
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E. Adjustment Request Form

The Adjustment Request form is to be used when requesting a change on
a previously paid claim. This does not include denied claims or
claims returned to the provider for requested additional information
or documentation.

For prompt action and response to the adjustment requests, please
complete all items. COPIES OF THE CLAIM AND THE APPRCFRIATE PAGE CF
THE R/A MUST BE ATTACHED TO THE ADCUSTMENT RECUEST FOPM. If items are
not completed, the form may be returned.

Field Mumber Description

1 Enter the 13-digit claim number for the
particular claim in question.

2 Enter the recipient's name as it appears or
the R/A (last neme first).

[o%)

Enter the complete recipient jdentification
rumber as it appears on the R/A. The ccmplete
Medicaid number contains 10 digits.

4 Enter the provider's name, address and complete
provider number.

5 Enter the "From Date of Service" for the claim
in question.

6 Enter the "To Date of Service" for the claim
in guestion.

7 E?tgr the total charges submitted on the original
claim.
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Field Number Descrigtion

8 Enter the total Medicaid payment for the claim
as found under the “Claims Payment Amount"
column on the R/A.

(Ko

Enter the R/A date which is found ¢n the top
Teft corner of the remittance. Please do not
enter the date the payment was received or
posted.

10 Specifically state WHAT is to be adjusted on
the claim (i.e. date of service, units of
service).

11 Specifically state the reasons for the request
adjustment (i.e. miscoded, overpaid, underpaid)}.

12 Enter the name of the person whe completed the
Adjustment Request Form.

13 Enter the date on which the form was submitted.

Mail the completed Adjustment Request form, claim copy and Remittance
Advice to the address on the top of the form.

To reorder these forms, contact the Communications Unit by mail:

EDS
P.0. Box 2009
Frankfort, KY 40602

Be sure to specify the number of forms you desire. Allow 7 days for
delivery,
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APPENDIX 1

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

AMBULATORY SURGICAL CENTER SERVICES

Medicaid covers medically necessary services performed in ambulatory surgical
centers,

BIRTHING CENTER SERVICES

Covered birthing center services include an initial prenatal visit, follow-up
prenatal visits, delivery and up to two follow-up postnatal visits within 4-6
weeks of the delivery date.

DENTAL SERVICES

Coverage is limited but includes X-rays, fillings, simple extractions, and
emergency treatment for pain, infection and hemorrhage. Preventive dental care
is stressed for individuals under age 21,

FAMILY PLANNING SERVICES
Comprehensive family planning services are available to al1l eligible Title XIX

recipients of childbearing age and those minors who can be considered sexually
active. These services are offered through participating agencies such as
local county health departments and independent agencies, i.e., Planned

Parenthood Centers. Services are also available through private physicians.

A complete physical examination, counseling, contraceptive education and

i bing of the appropriate contra-
ceptive method, are available through the Family Planning Services element of
the KMAP. Follow-up visits and émergency treatments are also provided.

HEARING SERVICES

Hearing evaluations and single hearing aids, when indicated, are paid for by
the program for eligible recipients, to the age of 21. Follow-up visits, as
well as check-up visits, are covered through the hearing services element.
Certain hearing aid repairs are also paid through the program.
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APPENDIX I

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

HOME HEALTH SERVICES

Skilled nursing services, physical therapy, speech therapy, occupational

therapy and aide services are covered when necessary to help the patient remain
at home. Medical social worker services are covered when provided as part of
these services. Home Health coverage also includes disposable medical supplies;
and durable medical equipment, appliances and certain prosthetic devices on a
preauthorized basis. Coverage for home health services is not limited by age.

HOSPITAL SERVICES
INPATIENT SERVICES

KMAP benefits include reimbursement for admissions to acute care hospitals for
the management of an acute illness, an acute phase or complications of a
chronic illness, injury, impairment, necessary diagnostic procedures, maternity
care, and acute psychiatric care. A11 non-emergency hospital admissions must
be preauthorized by a Peer Review Organization. Certain surgical procedures
are not covered on an inpatient basis, except when a 1ife-threatening situation
exists, there is another primary purpose for admission, or the physician
certifies a medical necessity requiring admission to the hospital. Elective
and cosmetic procedures are outside the scope of program benefits unless
medically necessary or indicated. Reimbursement is limited to a maximum of
fourteen (14) days per admission.

QUTPATIENT SERVICES

Benefits of this program element include diagnostic, therapeutic, surgical and
radiological services as ordered by a physician; clinic visits, selected
biological and blood constituents, emergency room services in emergency
situations as determined by a physician; and services of hospital-based
emergency room physicians.

There are no limitations on the number of hospital outpatient visits or
services available to program recipients.
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APPENDIX 1

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

LABORATORY SERVICES

Coverage of laboratory procedures for Kentucky Medical Assistance Program
(KMAP) participating independent laboratories includes KMAP reimbursable

ch the laboratory is certified by the Department of Health
and Human Services to perform.

LONG-TERM CARE FACILITY SERVICES
SKILLED NURSING FACILITY SERVICES
The KMAP can make payment to skilled nursing facilities for:
A.  Services provided to Medicaid recipients who require twenty-four (24)

skilled nursing care and/or skilled services which as a practical matter
can only be provided on an inpatient basis.*

B.  Services provided to recipients who are also medically eligible for
Medicare benefits in the skilled nursing facility,

-Coinsurance from the 21st through the 100th day of this Medicare
benefit period.

-Full cost for the fyl1 length of stay after the 100th day if
24-hour skilled nursing care is stil] required, *

*Need for skilled rursing care must be certified by a Peer Review
Organization (PRO).

INTERMEDIATE CARE FACILITY SERVICES
The KMAP can make payment to intermediate care facilities for:

A.  Services provided to recipients who require intermittent skilled nursing
care and continuous personal care supervision.*

B. Services provided to Medicaid recipients who are mentally retarded or
developmentally disabled prior to age 22, who because of their menta] and
physical condition require care and services which are not provided by
community resources.*

*Need for the intermediate level of care and the ICF/MR/DD level
of care must be certified by a PRO.
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APPENDIX I

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

MENTAL HOSPITAL SERVICES

Inpatient psychiatric services are provided to Medicaid recipients under the
age of 21 and age 65 or older in a psychiatric hospital. There is no 1imit on
Tength of stay; however, the need for inpatient psychiatric hospital services
must be verified through the utilization control mechanism.

COMMUNITY MENTAL HEALTH CENTER SERVICES

Community mental health-mental retardation centers serve recipients of all ages
in the community setting. From the center a patient may receive treatment
through:

Outpatient Services
Psychosocial Rehabilitation
Emergency Services
Inpatient Services

Personal Care Home Visits

Eligible Medicaid recipients needing psychiatric treatment may receive services
from the community mental health center and possibly avoid hospitalization.
There are fourteen (14) major centers, with many satellite centers available.
Kentucky Medical Assistance Program reimburses private practicing psychiatrists
for psychiatric services through the physician program.

NURSE ANESTHETIST SERVICES

Anesthesia services performed by a participating Advanced Registered Nurse
Practitioner - Nurse Anesthetist are covered by the KMAP.

NURSE MIDWIFE SERVICES

Medicaid coverage is available for services performed by a participating
Advanced Registered Nurse Practitioner - Nurse Midwife. Covered services
include an initial prenatal visit, follow-up prenatal visits, delivery and up
to two follow-up post partum visits within 4 to 6 weeks of the delivery date.
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APPENDIX 1

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

PHARMACY SERVICES

professions. A Drug List is available to individual pharmacists and physicians
upon request and routinely sent to participating pharmacies and long-term care
facilities. The Drug List is distributed quarterly with monthly updates.

PHYSICIAN SERVICES
Covered services include:

Office visits, medically indicated surgeries, elective sterilizations*,
deliveries, chemotherapy, radiology services, emergency room care, anesthesi-
ology services, hysterectomy procedures*, consultations, second opinions prior
to surgery, assistant surgeon services, oral surgeon services, psychiatric
services,

*Appropriate consent forms must be completed prior to Coverage of these procedures.
Non-covered services include:

Injections, immunizations, supplies, drugs (except anti-neoplastic drugs),

cosmetic procedures, package obstetrical care, IUDs, diaphragms, prosthetics,
various administrative services, miscellaneous studies, post mortem exami-

nations, surgery not medically necessary or indicated.

Limited coverage:

One comprehensive office visit per twelve (12) month period, per patient, per
physician,
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CABINET FOR HUMAN RESQOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

PHYSICIAN SERVICES (Continued)

The following laboratory procedures are covered when performed in the office by
an M.D. or osteopath.

Ova and Parasites (feces)
Smear for Bacteria, stained
Throat Cultures (Screening)

Bone Marrow spear and/or cell block;
aspiration only
Smear; interpretation only

Red BRlood Count
Hemoglobin
White Blood Count
Differential Count
Bleeding Time
Electrolytes
Glucese Tolerance
Skin Tests for:
Histoplasmosis
Tuberculosis
Coccidioidomycosis
Mumps
Brucella
Complete Rlood Count
Hematocrit
Prothrombin Time
Sedimentation Rate
Glucose (Blood)

R1ood Urea Nitrogen (BUN)

Uric Acid
Thyroid Profile
Platelet count
Urine Analysis
Creatinine

PODIATRY SERVICES

Selected services provided by
Medical Assistance Program.

Aspiration; staining and interpretation

Aspiration and staining only

Bone Marrow needle biopsy

Staining and interpretation

Interpretation only

Fine needle aspiration with or without
preparation of smear; superficial tissue

Deep tissue with radiological guidance

Fvaluation of fine needle aspirate with or
without preparation of smears

Duodenal intubation and aspiration: single
specimen

Multiple specimens

Gastric intubation and aspiration: diagnostic

Nasal smears for eospinophils

Sputum, obtaining specimen, aerosol induced
technique

licensed podiatrists are covered by the Kentucky
Routine foot care is covered only for certain

medical conditions where such care requires professional supervision.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

PRIMARY CARE SERVICES

emphasizes preventive and maintenance health care. Covered outpatient services
provided by Ticensed, participating primary care centers include medical
services rendered by advanced registered nurse practitioners as well as
physician, dental and optometric services, family planning, EPSDT, laboratory

and radiology procedures, pharmacy, nutritional counseling, social services and
health education. Any limitations applicable to individual program benefits

RENAL DIALYSIS CENTER SERVICES

Reral service benefits include renal dialysis, certain supplies and home
equipment.

RURAL HEALTH CLINIC SERVICES

Rural health clinics are ambulatory health care facilities located in rural,
medically underserved areas. The program emphasizes preventive and maintenance
health care for people of all ages. The clinics, though physician directed,
must also be staffed by Advanced Registered Nurse Practitioners. The concept
of rural health clinics is the utilization of mid-Tevel practitioners to
provide quality health care in areas where there are few physicians. Covered
services include basic diagnostic and therapeutic services, basic laboratory
services, émergency services, services provided through agreement or
arrangements, visiting nurse services and other ambulatory services.

SCREENING SERVICES
Through the screening service element, eligible recipients, age 0-thry birth

month of 21st birthday, may receive the following tests and procedures as
appropriate for age and health history when provided by participating providers:

Medical History Tuberculin Skin Test

Physical Assessment Dental Screening

Growth and Developmental Assessment Screening for Veneral Disease,

Screening for Urinary Problems As Indicated

Screening for Hearing and Assessment and/or Updating
Vision Problems of Immunizations
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APPENDIX I

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

TRANSPORTATION SERVICES

Medicaid may cover transportation to and from Title XIX-covered medical services
by ambulance or other approved vehicle if the patient's condition requires
special transportation. Also covered is preauthorized ncn-emergency medical
transportation to physicians and other non-emergency, Medicaid-covered medical
services. Travel to pharmacies is not covered.

VISION SERVICES

Examinations and certain diagnostic procedures performed by ophthalmologists and
optometrists are covered for recipients of all ages. Professional dispensing
services, lenses, frames and repairs are covered for persons under age 21.

**SPECIAL PROGRAMS**

KENPAC: The Kentucky Patient Access and Care System, or KenPAC, is a special
program which links the recipient with a primary physician or clinic for many
Medicaid-covered services. Only recipients who receive assistance based on Aid
to Families with Dependent Children (AFDC) or AFDC-related Medical Assistance
Only are covered under KenPAC. The recipient may choose the physician or
clinic. It is especially important for the KenPAC recipient to present his/her
Medical Assistance Identification Card each time a service is received.

AIS/MR: The Alternative Intermediate Services/Mental Retardation (AIS/MR)
home- and community-based services project provides coverage for an array of
community based services that is an alternative to receiving the services in an
intermediate care facility for the mentally retarded and developmentally
disabled (ICF/MR/DD). Community mental health centers arrange for and provide
these services.

HCB: A home- and community-based services project provides Medicaid coverage
for a broad array of home- and community-based services for elderly and disabled
recipients. These services are available to recipients who would otherwise
require the services in a skilled nursing facility (SNF) or intermediate care
facility (ICF). The services were statewide July 1, 1987. These services are

arranged for and provided by home health agencies.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

HOSPICE:

Medicaid benefits include reimbursement for hospice care for Medicaid clients
who meet the eligibility criteria for hospice care. Hospice care provides

to the terminally 11 relief of pain and symptoms., Supportive services and
assistance are also provided to the patient and his/her family in adjustment
to the patient's i1lness and death. A Medicaid client who elects to receive
hospice care waives all rights to certain Medicaid services which are included
in the hospice care scope of benefits.,
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APPENDIX II

CABINET FGR HUMAN RESCURCES
DEPARTMENT FOR MEDICAID SERVICES

ELIGIBILITY INFORMATION

AFDC (Aid to Families with Dependent Children)

AFDC Related Medical Assistance

State Supplementation of the Aged, Blind, or Disabled
Aged, Blind, or Cisabled Medical Assistance

Refugee Resettlement Programs

Any individual has the right to apply for Medicaid and have eligibility de-
termined. Persons wanting to apply for Medicaid benefits should be referred

to the local Department for Social Insurance, Division of Field Services office
in the county in which they Tive. Persons unable to visit the local office may
write or telephone the local office for information about making application.
For nost programs, a relative or other interested Party may make application
for a person unable to visit the office.

In addition to the programs administered by the Department for Social Insurance,
persons eligible for the federally administered Supplemental Security Income
(SSI) program also receive Medicaid through the Kentucky Medical Assistance
Program. ETigibility for SSI is determined by the Social Security Administra-
tion. Persons wanting to apply for SSI should be referred to the Social

TRANSMITTAL #17 APPENDIX 11, Page 1



APPENDIX 11

CABINET FOR HUMAN RESCURCES
DEPARTMENT FOR MEDICAID SERVICES

ELIGIBILITY INFORMATION

MAID Cards

Medical Assistance Identification (MAID) cards are issued monthly to recipients
with ongoing eligibility. These cards show a month-to-month eligibility
period. :

Eligible individuals with excess income for ongoing eligibility may be eligible
as a "spend down" case if incurred medical expenses exceed the excess income
amount. Individuals eligible as a "spend down" case receive one MAID card
indicating the specific period of eligibility. After this eligibility period
ends, the person may reapply for another "spend down" eligibility pericd.

MAID cards may show a retrcactive period of eligibility. Depending on the
individual circumstances of eligibility, the retroactive period may include
several months.

Duplicate MAID cards may be issued for individuals whose original card is lost
or stolen. The recipient should report the lost or stolen card to the local
Department for Social Insurance, Division cf Field Services worker responsible
for the case.

Verifving Eligibility

The local Department for Social Insurance, Division of Field Services staff
may previde eligibility information to providers requesting MAID numbers and
eligibility dates for active, inactive cr pending cases.

The Department for Medicaid Services, Eligibility Services Section at (502)
564-6885 may also verify eligibility for providers.
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APPENDIX I1-A

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.1.D.) CARD

(FRONT OF CARD)
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KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.1.D.) CARD
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APPENDIX II-8

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.I.D.) CARD FoR LOCK-IN PROGRAM

(FRONT OF CARD)
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MAP-343 (Rev. 5/86) | Provider Number;  APPENDIX IIT
(If Known) o

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PROVIDER AGREEMENT

THIS PROVIDER AGREEMENT, made and entered into as of the day of

» 19, by and between the Commonwealth of Kentucky, Cabinet

for Human Resources, Department for Medicaid Services, hereinafter referred to

as the Cabinet, and

(Name of Provider)

(Address of Provider)
hereinafter referred to as the Provider.

WITNESSETH, THAT:

Whereas, the above named Provider desires to participate in the Kentucky
Medical Assistance Program as a

(Type of Provider and/or level of care)

Now, therefore, it is hereby and herewith mutually agreed by and be tween
the parties hereto as follows:

1, The Provider:

(2) Certifies that he (it) is licensed as a
if applicable, under the laws of Kentucky for the Tevel or type of care to
which this agreement applies.

(3) Agrees to comply with the civil rights requirements set forth in 45
CFR Parts 80, 84, and 90. (The Cabinet for Human Resources shall make no
payment to Providers of service who discriminate on the basis of race, color,
national origin, sex, handicap, religion, or age in the provision of services.)
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(4) Agrees to maintain such records as are necessary to disclose the
extent of services furnished to Title XIX recipients for a minimum of 5 years
and for such additional time as may be necessary in the event of an audit

exception or other dispute and to furnish the Cabinet with any information N

requested regarding payments claimed for furnishing services.

(5) Agrees to permit representatives of the state and/or federal government
to have the right to examine, inspect, copy and/or audit all records pertaining to
the provision of services furnished to Title XIX recipients. (Such examinations,
inspections, copying and/or audits may be made without prior notice to the Provider.)

(6) Assures that he (it) is aware of Section 1909 of the Social Security
Act; Public Law 92-603 (As Amended), reproduced on the reverse side of this
Agreement and of KRS 194.500 to 194.990 and KRS 205.845 to 205.855 and 205.990
relating to medical assistance fraud.

(7) Agrees to inform the Cabinet for Human Resources, Department for
Medicaid Services, within 30 days of any change in the following:

Eag name;

b) ownership;

(c) licensure/certification/regulation status; or
(d) address.

(8) Agrees not to discriminate in services rendered to eligible Title
XIX recipients on the basis of marital status. .

(9) (a) In the event that the Provider is a specialty hospital providing
services to persons aged 65 and over, home health agency, or a skilled nursing
facility, the Provider shall be certified for participation under Title XVIII
of the Social Security Act.

(b) In the event that the Provider is a specialty hospital providing
psychiatric services to persons age 21 and under, the Provider shall be approved
by the Joint Commission on Accreditation of Hospitals. In the event that the
Provider is a general hospital, the Provider shall be certified for participation
under Title XVIII of the Social Security Act or the Joint Commission on Accredita-
tion of Hospitals.

(10) In the event that the provider desires to participate in the physician
or dental clinic/corporation reimbursement system, Kentucky Medical Assistance
Program payment for physicians' or dentists’ services provided to recipients of
the Kentucky Medical Assistance Program will be made directly to the clinic/
corporation upon proper issuance by the employed physician or dentist of a
Statement of Authorization (MAP-347).

This clinic/corporation does meet the definition established for
participation and does hereby agree to abide by all rules, regulations, policies
and procedures pertaining to the clinic/corporation reimbursement system.

2. 1In consideration of approved services rendered to Title XIX recipients
certified by the Kentucky Medical Assistance Program, the Cabinet for Human
Resources, Department for Medicaid Services agrees, subject ‘to the availability
of federal and state funds, to reimburse the Provider in accordance with

current applicable federal and state Jaws, rules and regulations and policies S

of the Cabinet for Human Resources. Payment shall be made only upon receipt
of appropriate billings and reports as prescribed by the Cabinet for Human
Resources, Department for Medicaid Services. :
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registered mail; provided, however, that the Cabinet for Human Resources,
Department for Medicaid Services, may terminate thig agreement immediately for
Cause, or in accordance with federal regulations, upon written notice served
upon the Provider by registered or certified mail with return receipt requested.

4. In the event of change of ownership of an SNF, ICF, or ICF/MR/DD
facility, the Cabinet for Human Resources agrees to automatically assign this
agreement to the new owner in accordance with 42 CFR 442,14,

5. In the event the named Provider in this agreement is an SNF,

ICF, or ICF/MR/DD this agreement shall begin on » 19, with
conditional temination on » 19, and shal] automatically
terminate on 19, unless the facility is recertified

in accordance with applicabTe regﬁlations and policies,

PROVIDER CABINET FOR HUMAN RESOURCES

DEPARTMENT FOQR MEDICAID SERVICES
BY: BY:
Signature of Authorized Official Signature of Authorized Official
NAME: NAME:
TITLE: TITLE:
DATE : DATE:




P.L. 92-603  LAWS OF 92nd CONG.--2nd SESS. (As Amended)
PENALTIES

Section 1909. (a) Whoever-- .
(1) knowingly and willfully makes or causes to be made any false statement or representation of a material
fact in any application for any benefit or payment under a State plan approved under this title,

(2) at any time knowingly and willfully makes or causes to be made any false statement or representation
of a material fact for use in determining rights to such benefit or payment,

(3) having knowledge of the occurrence of any event affecting (A) his initial or continued right to any
such benefit or payment, or (8) the initial or continued right to any such benefit or payment of any other
individual in whose behalf he has applied for or is receiving such benefit or payment, conceals or fails to
disclose such event with an intent fraudulently to secure such benefit or payment either in a greater amount or
quantity than is due or when no such benefit or payment is authorized, or

(4) having made application to receive any such benefit or payment for the use and benefit of another and
having received it, knowingly and willfully converts such benefit or payment or any part thereof to a use other
than for the use and benefit of such other person,

shall (1) in the case of such a statement, representation, concealment, failure, or conversion by any person in
connection with the furnishing (by that person) of items or services for which payment is or may be made under this
title, be guilty of a felony and upon conviction thereof fined not more than 25,000 or imprisoned for not more than
five years or both, or (i) in the case of such a statement, representation, concealment, failure, or conversion by
any other person, be guilty of a misdemeanor and upon conviction thereof fined not more than $10,000 or imprisoned
for not more than one year, or both. In addition, in any case where an individual who is otherwise eligible for
assistance under a State plan approved under this title {s convicted of an offense under the preceding provisions
of this subsection, the State may at its option (notwithstanding any other provision of this title or of such plan)
1imit, restrict, or suspend the eligibility of that individual for such period (not exceeding one year) as it deems
appropriate; but the imposition of a limitation, restriction, or suspension with respect to the eligibility of any
individual under this sentence shall not affect the eligibility of any other person for assistance under the plan,
regardless of the relationship petween that individual and such other person.
(b)(1) Whoever knowingly and willfully solicits or receives any remuneration (including any kickback, bribe,
or rebate) directly or indirectly, overtly or covertly, in cash or in kind--,
(A) in return for referring an individual to a person for the furnishing or arranging for the furnishing
of any item or service for which payment may be made in whole or in part under this title, or
(8) in return for purchasing, leasing, ordering, or arranging for or recommending purchasing, leasing, or
ord?ring any good, facility, service, or jtem for which payment may be made in whole or in part under this
title,

shall be guilty of a felony and upon conviction thereof, shall be fined not more than $25,000 or impriscned for not
more than five years, or both.
(2) Whoever knowingly and willfully offers or pays any remuneration (including any kickback, bribe, or rebate) “__-
directly or indirectly, overtly or covertly, in cash or in kind to any person to induce such person--
(A) to refer an individual to a person for the furnishing or arranging for the furnishing of any item or’
service for which payment may be made in whole or in part under this title, or
(B) to purchase, lease, order, or arrange for or recommend purchasing, leasing, or ordering any good,
facility, service, or item for which payment may be made in whole or in part under this title,

shall be guilty of a felony and upon conviction thereof shall be fined not more than $25,000 or imprisoned for not
more than five years, or both.
(3) Paragraphs (1) and (2) shall not apply to--

(A) a discount or other reduction in price obtained by a provider of services or other entity under this
title if the reduction in price is properly disclosed and appropriately reflected in the costs claimed or charges
made by the provider or entity under this title; and

(B) any amount paid by an employer to an employee (who has a bona fide employment relationship with such
employer) for employment in the provision of covered items or services.

(c) Whoever knowingly and willfully makes or causes to be made, or induces or seeks to induce the making of,
any false statement or representation of a materfal fact with respect to the conditions or operation of any institution
or facility in order that such institution or facility may qualify (efther upon initial certification or upon recerti-
fication) as a hospital, skilled nursing facility, intermediate care facility, or home health agency (as those terms are
employed in this title) shall be guilty of a felony and upon conviction thereof shall be fined not more than $25,000
or imprisoned for not more than five years, or both.

(d) Whoever knowingly and willfuily-- '

(1) charges, for any service provided to a patient under a State plan approved under this title, money or
other consideration at a rate in excess of the rates established by the State, or

(2) charges, solicits, accepts, or receives, in addition to any amount otherwise required to be paid under
a State plan approved under this title, any gift, money, donation, or other consideration (other than a charitable,
religious, or philanthropic contribution from an organization or from a person unrelated to the patient)--

(A) as a precondition of admitting a patient to 2 hospital, skilled nursing facility, or intermediate
care facility, or
(8) as a requirement for the patient's continued stay in such a facility,
wqen the cost of the services provided therein to the patient is paid for (in whp%e or in part) under the State
pian,

shall be guilty of a felony and upon conviction thereof shall be fined not more than $25,000 or imprisoned for not

more than five years, or both. S~



APPENDIX v
MAP-344 (Rey. 08/85)

KENTUCKY MEDICAL ASSISTANCE PROGRAM

s Provider Information
1. Name:
2. :
Street Address, P.0- Box, Route Number (In Care of, Attention, etc.)
3.
City State Zip Code
4,
Area Code Telephone Number
5.
Pay to, In Care of, Attention, etc. (If different from above)
6.

Pay to Address (If different from above)

~7. Federal Employer ID Number:

8. Social Security Number:

9. License Number:

10. Licensing Board (If Applicable):

11. Original License Date:

12. KMAP Provider Number (If Known):

13. Medicare Provider Number (If Applicable):

14.  Provider Type of Practice Organization:

/—/ Corporation (Public)  /7/ Individual Practice // Hospital-Based Physician

/_/ Corporation (Private) /7y Partnership /~/ Group Practice
/_/ Health Maintenance /_/ Profit /_/ Non-Profit
Organization

15. If group practice, Number of Providers in Group (specify provider type):

TRANSMITTAL #17



MAP-344 (Rev. 08/85)

16. If corporation, name, address and telephone number of Home Office:

Name:

Address:

Telephone Number:

Name and Address of Officers:

17. 1f Partnership, name and address of Partners:

18. National Pharmacy Number (If Applicable):
{Seven-Digit Number Assigned by
National Pharmaceutical Association)

19. Physician/Professional Specialty:

1st
2nd

3rd

20. Physician/Professional Specialty Certification:

1st

2nd

3rd



MAP-344 (Rev. 08/85)

21. Physician/Professional Specialty Certification Board:

a 1st Date:

2nd Date:

3rd Date:

22. Name of Clinic(s) in Which Provider is a Member:

Ist

2nd

3rd

4th

23. Control of Medical Facility:

/_/ Federal [/ State /_/ County /7/ City /_/ Charitable or Religious
/:] Proprietary (Privately owned) /:] Other

24. Fiscal Year End:

25. Administrator: Telephone No.
I

~v. Assistant Administrator: Telephone No.

27. Controller: Telephone No.

28. Independent Accountant or CPA: Telephone No.

29. If sole proprietorship, name, address, and telephone number of owner:

Name:

Address:

Telephone No.

30. If facility is government owned, list names and addresses of board members:

Name Address
President or
Chaimman of Board:

Member:

Member:

7~ Member:

Member:




MAP-344 (Rev. 08/85)

31. Management Fim (If Applicable):

Name:

Address:

32. Lessor (If Applicable):

Name:

Address:

33. Distribution of Beds in Facility (Complete for all levels of care):

Total Title XIX
Total Licensed Beds Certified Beds

Hospital Acute Care
Hospital Psychiatric

Hospital TB/Upper
Respiratory Disease

Skilled Nursing Facility
Intermediate Care Facility
ICF/MR/DD

Personal Care Facility

34. SNF, ICF, ICF/MR/DD Owners with 5% or More Ownership:

Percent of
Name Address Ownership




¥'P-374 (Rev. 08/85)

_35.

36.

Institutional Review Committee Members (If Applicable):

Providers of Transportation Services:

No. of Ambulances in Operation:___ No. of Wheelchair Vans in Operation:
Total No. of Employees: (Enclose 1list of names, ages, experience & Training.)
Current Rates:

A. Basic Rate $ (Includes up to miles.)

B. Per Mile $

C. Oxygen $ E. Other

D. Extra Patient § $

Provider Authorized Signature: 1 certify, under penalty of law, that the information

given in this Information Sheet is correct and complete to the best of my knowledge.

I am aware that, should investigation at any time show any falsification, I will be
considered for suspension from the Program and/or prosecution for Medicaid Fraud. 1
hereby authorize the Cabinet for Human Resources to make all necessary verifications
concerning me and my medical practice, and further authorize and request each educa-
tional institute, medical/license board or organization to provide all information
that may be sought in connection with my application for participation in the Kentucky
Medical Assistance Program.

Signature:

Name:

Title: Date:
INTER-OFFICE USE ONLY
License Number Verified through (Enter Code)
Comments:
Date: Staff:




APPENDIX V

KMAP
STATEMENT OF ON-SITE SERVICES
AND REFERRAL ARRANGEMENTS

This is to certify that

(Facility Name)

(Address, City, State and Zip Code)
in applying for participation in the Kentucky Medical Assistance Program to
provide medical services to eligible Title XIX recipients, agrees to provide
the following basic and supplemental services at the facility site in
accordance with the requirements of State Regulations.

List all services that will be provided (i.e. Medical, Dental, Optometric,
Pharmacy, Laboratory, etc.):

SERVICE STAFF MEMBER LICENSE NUMBER/DEGREE

MAP-231 (9/82)
TRANSMITTAL #17



APPENDIX VI

MAP-346
(8/82)

KENTUCKY MEDICAL ASSISTANCE PROGRAM
CERTIFICATION OF CONDITIONS MET
FACILITY-BASED MEDICAL PROFESSIONALS REMUNERATION
AS AN ELEMENT OF FACILITY'S REIMBURSABLE COST

This is to certify that each of the following named licensed medical professionals
is currently entered into financial arrangements with

(Facility Name)
» for the purpose of rendering his/her special

(City) (State) \
services to patients of this facility, and that currently on file in this care center
is a Statement of Authorization executed by each of these individuals which authorizes
payment by the KMAP to the for
(Facility Name)
services rendered eligible Program beneficiaries.

LICENSE POSITION DATE OF CENTER
NAME NUMBER (Physician, Psychiatrist, etc.) EMPLOYMENT
TRANSMITTAL #17 Signed

~Facility Administrator



MAP-347 ' APPENDIX VII
(02/86)

KENTUCKY MEDICAL ASSISTANCE PROGRAM
STATEMENT OF AUTHORIZATION

I hereby declare that I, .
(Licensed Professional)

a duly=-licensed | » have entered into a

contractual agreement with

: nic/Corporation or Facility Name)

(City, State, & Zip Code)
to provide professional services. I authorize payment to .

(Clinic/Corporation or Facility Name)

from the Kentucky Medical Assistance Program for covered services provided by me

and specified by the criteria of our contract. I understand that I, personally,
cannot bill the Kentucky Medical Assistance Program for any service that is

reimbursed to

(Clinfc/Corporation or Facility Name)

as part of our contractual agreement, and that I am solely and completely responsib1e
for all Kentucky Medical Assistance Program documents submitted by this employer
in my name for services I provided.

Signature of Professional Date Signed
License and/or Certification Number Specialty

Social Security Number

Federal Employer Identification Number

KMAP Provider Number of
Clinic/Corporation or Facility

TRANSHMITTAL #17



MAP 7 (10/86)

APPENDIX VI

Do not write in this area

EDS COMMONWEALTH OF KENTUCKY
MEDICAL ASSISTANCE STATEMENT
P.0. Box 2064
Frankfort, KY 40602 PRIMARY CARE/RURAL HEALTH
,)./—\.

RECIPIENT LAST NAME 2. FIRST NAME 3. M.l. | 4. MEDICAL ASSISTANCE I.D. NUMBER

5. D 6. If Claim Required A Prior Author- 7. If Services Were Provided As A Result of A 8. |If Patient Was Referréd To You,
ization, Enter The Prior Authorization Screening Exam Referral, Check Box Enter The Name of The Referring

IF EMERGENCY Number Here

CHECK BOX

O

Practitioner.

5.TF PATIENT HAS HEALTH INSURANCE, ENTER THE NAME AND ADDRESS OF COMPANY AND POLICY NUMBER.

LEAVE BLANK

10. (1) FIRST DIAGNOSIS:

(2) SECOND DIAGNOSIS:

11. {NDICATE SERVICE BY ENTERING APPROPRIATE
CODE (SEE MANUAL)
(7] General Health Assessment and Patient History
O Development Assessment

{3 visual Screening 3 Tuberculosis Test Vaccines and Immunizations

O Audiometric Screening [ Hematocrit or Hemoglobin [ Blood Pressure

[ pental Screening [ tead Poisoning Ov.o.R.L. ] Bacteriuria Screening
O urinalysis [ other (Specify) O sickle Cell Test ] other (Specify)

12. |NDICATE SPECIAL TESTS BY ENTERING
APPROPRIATE CODE (SEE MANUAL}

[ Assessment and Administration of

13. INDICATE
CATEGORY OF
SERVICE

Primary
413 care Center

Other
_ 3 (Enter Code)

14. REFERRED TO:

o1 O PHYSICIAN 02 (J DENTIST (O OTHER (SPECIFY)

15. DISPOSITION OF CASE:

A D NORMAL VISIT SCHEDULED

B D REFERRED FOR TREATMENT

Ie. 17. 18. 19. 20. 21. 22. 23. 24. 25. 26.
Place of Procedure
Ling Service Procedure/Supply Description Units of| Supply See Procedure LEAVE
/Qo. Provider Number | Note (1] PRESCRIPTION NUMBER Drug Number Service Code |{Tooth ID} Note (2) Charge BLANK
{
02
03
04
05
06
07
08
09
10
30. PROVIDER NAME AND ADDRESS 31. Provider Number TOTAL CLAIM 27. 39.
CHARGE LEAVE
AMOUNT FROM 28. BLANK
HEALTH
INSURANCE
. AMOUNT FROM 29.
32. Authorized Certification and Signature MEDICARE

This is to certify that the foregoing information is true, accurate, and complete and that any sub-
equent transactions which alter the information contained therein will be reported to the Kentucky
’ \dical Assistance Program. | understand that payment and satisfaction of this claim will be from

sderal and State funds, and thay any faise claims, statements or documents, or concealment of a
material fact, may be prosecuted under applicabie Federal or State laws.

33. COUNTY|34. AREA

35. INVOICE DATE

Mo. Day Yr.

36. Date of Service |NOTE (1) PLACE OF SERVICE CODES
1. Doctor's Office

NOTE (2)
Enter Diagnosis

2. Patient’s Home 6. Primary Care Center

- 3. Outpatient Dept. Hospitalt 7. Intermediate Care Facility

Treated from

Mo. Day Yr. 4. inpatient Hospital 8. Independent Laboratory Block 101"
5. Skilled Nursing Home 9. Rural Health Clinics/HMO First ‘2" Second

37. CHARGE

DISPOSITION

D Pay

Charge

Accumulate

38. INVOICE NO.



LT# TVLLTHSNYYL

AS OF 01/06/87 KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT
RA NUMBER PROVIDER NAME
RA SEQ NUMBER 2 PROVIDER NUMBER

CLAIM TYPE: PRIMARY CARE SERVICES
* PAID CLAIMS *

INVOICE  -RECIPIENT IDENTIFICATION- INTERNAL CLAIM TOTAL AMT. FROM CLAIM PMT
NUMBER NAME NUMBER CONTROL NO. SVC. DATE CHARGES OTHER SOURCES AMOUNT
0231048 DONALDSON R 4834042135 9883324-552-580 111786 60.00 0.00 40.00
01 POS 6 PROCEDURE 09000 40.00 40.00-
02 RX NO. 086510 DRUG CODE 0000300682 10.00 0.00
03 POS 6 PROCEDURE 08002 10.00 0.00
CLAIMS PAID IN THIS CATEGORY: 1 TOTAL BILLED: 60.00 ' TOTAL PAID: 40.00

Page 1

EOB

000
952
300
951

Y-XI XION3ddv



L1# TYLLIWSNYYL

RA NUMBER
RA SEQ NUMBER 2 PROVIDER NUMBER
CLAIM TYPE: PRIMARY CARE SERVICES
* DENIED CLAIMS *
INVOICE  -RECIPIENT IDENTIFICATION- INTERNAL CLAIM TOTAL
NUMBER NAME NUMBER CONTROL NO. SVC. DATE CHARGES
023104 JONES R 4834042135 9883324-552-010 111786 30.00
01 POS 6 PROCEDURE 11122 30.00

AS OF 01/06/87

CLAIMS DENIED IN THIS CATEGORY: 1

KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTAMCE STATEMENT

PROVIDER NAME

TOTAL BILLED: 30.00

¢ "N

S TN

Page 2

EOB

262
262

s :
..’d" "| ‘

P

ok

g-XI XI1QN3ddv



_’
=
2
=
= AS OF 01/06/87 KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT
e
= RA NUMBER PROVIDER NAME
RA SEQ NUMBER 2 PROVIDER NUMBER
CLAIM TYPE: PRIMARY CARE SERVICES
* CLAIMS IN PROCESS *
INVOICE  -RECIPIENT IDENTIFICATION- INTERNAL CLAIM TOTAL
NUMBER NAME NUMBER CONTROL NO. SVC. DATE CHARGES
571384 JOHNSON P 8032450731 9883324-552-060 110286 32.00
574632 MITCHELL J 4324180114 9883324-552-020 110186 24.00

CLAIMS PENDING IN THIS CATEGORY: 2 TOTAL BILLED: 56.00

Page 3

EOB

260
260
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AS OF 01/06/87 KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT
RA NUMBER PROVIDER NAME
RA SEQ NUMBER 2 PROVIDER MUMBER

CLAIM TYPE: PRIMARY CARE SERVICES
* RETURNED CLAIMS =

INVOICE  -RECIPIENT IDENTIFICATION- INTERNAL CLAIM
NUMBER NAME NUMBER CONTROL NO, SVC. -DATE
324789 4838021143 9883324-552-060 110486

TOTAL CLAIMS RETURNED IN THIS CATEGORY: 1
CLAIMS PAYMENT SUMMARY

CLAIMS CLAIMS WITHHELD NET PAY CREDIT

PAID/DENIED PD AMT. AMOUNT AMOUNT AMOUNT

CURRENT PROCESSED 2 40.00 0.00 40.00 0.00
YEAR-TO-DATE TOTAL 36 1340.00 50.00 1290.00 0.00

NET 1099
AMOUNT

40.00
1290.00

Page 4

EOB
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APPENDIX IX-E

G abey

INIS3dd LON NOILVYW4OANI QIYINDIY

LNNOWY LNJWAVd TVLOL IHL NI GIGNTINI SI 3IITAY3S SIHL Y04 LNIWISUNAWITY
QIVIIG3W A9 G3YIA0D LON SI IIIAYIS SIHL

SWIVI) HLIVIH TYiNY ANV 34V) AMVWIYNd 404 0¥3Z SAvd 3IIA¥3S

3QVW ONIIE ST NOILVNIWYIL3IQ ALITIGIOINZ

JIIA43S 40 S31Va NO 3IT9I9IT3 LON SI INIIJIJFY 3HL

JA08Y Q3LSIT S3IC0I NOILYNYIdX3 40 NOIL4IYIS3d

SIITAYIS 3J¥YI AUYWIYd *3dAL WIVTD

JIGWNAN YIAIAOUd ¢ Y3SWNN DIS VY
JWYN ¥3aI1A0Yd Y3IAWNN VY
INIWILVLS JONVLILIWN3IY XIX 3ITLIL JINYLSISSY WIIAIW ANINLNIA £8/90/10 40 SY

666
256
156
00€
092
292

TRANSMITTAL #17



PROVIDER INQUIRY FORM

APPENDIX X

/\EDS Please remit both
1.0. Box 2009 copies of the Inquiry
Frankfort, Ky. 40602 Form to EDS.
1. Provider Number 3. Recipient Name (first, last)
2. Provider Name and Address 4. Medical Assistance Number

5. Billed Amount

6. Claim Service Date

9. Provider's Message

10.

7. RA Date ¥. Internal Control Number

N 1 O R

Signature

Date

~~Dear Provider:
This claim has been resubmitted for possible payment.

__ EDS can find no record of receipt of this claim. Please resubmit.

____ This claim paid on in the amount of
- We do not understand the nature of your inquiry. Please clarify.
——_EDS can find no record of receipt of this claim in the last 12 months.

This claim was paid according to Medicaid guidelines.

______Thisclaim was denied on for EOB code

______Aged claim. Payment may not be made for services over 12 months old without proof that the claim was
received by EDS within one year of the date of service; and if the claim rejects, you must show timely
receipt by EDS within 12 months of that rejection date. Claims must be received by EDS every 12 months

to be considered for payment.

Other:

EDS

TRANSHITTAL #17

Date



Appendix XI

MAIL TO: EDS FEDERAL CORPORATION
' P.0. BOX 2009
FRARKFORT, KY 40602

ADJUSTMENT REQUEST FORM

1. Original Internal Control Number (I.C.N.) EDS FEDERAL USE ONLY
1 ! | [ | S N N TR B |
2. Recipient Name - 3. Recipient Medicaid Number
4, Pravider Name/Number/Address 5. From Date Service [6. To Date Service

R

10. Please specify WHAT is to be adjusted on the claim,

11, Please specify REASON for the adjustment request or incorrect original claim
payment.

- IMPORTANT: THIS FORM WILL BE RETURNED TO YOU IF THE REC.IRED INFORMATION AND
DOCUMENTATION FOR PROCESSING ARE NOT PRESENT. PLEASE ATTACH A COPY
OF THE CLAIM AND REMITTANCE ADVICE TO BE ADJUSTED.

12. Signature 13. Date

EDSF USE ONLY--~DO NOT WRITE BELOW THIS LINE ij::
Field/Line: |
New Data:

Previous Data:

Field/Line:
New Data:

Previous Data:

Other Actions/Remarks:

TRANSMITTAL #17



APPENDIX XII

THIRD PARTY LIABILITY PROVIDER LEAD FORM

DATE:

PROVIDER NAME: PROVIDER #:
RECIPIENT NAME: MAID:

BIRTHDATE: _ ADDRESS:

DATE OF SERVICE: T0 DATE OF ADMISSION:
DATE OF DISCHARGE: NAME OF INS. CO.:
POLICY #: CLAIM NO.:

AMOUNT OF EXPECTED BENEFITS:

MAIL TO: EDS
Fiscal Agent for KMAP
ATTN: TPL Unit
P.0. Box 2009
Frankfort, KY 40602

TRANSMITTAL #18



MAP-250

(REV. 5/87)
NOTICE:

Press firmly to as. Yre legible copies

APPENDIX XIII-A

CONSENT FORM
YOUR DECISION AT ANY TIME NOT TO BE STERILIZED WILL NOT RESULT IN THE WITHDRAWAL OR

WITHHOLDING OF ANY BENEFITS PROVIDED BY PROGRAMS OR PROJECTS RECEIVING FEDERAL FUNDS.

B CONSENT TO STERILIZATION W

| have asked for and received information about sterilization
from . When| first asked for

{doctor or chnic)
the information, | was told that the decision to be sterilized is
completely up to me. | was told that | could decide not to be
sterilized. If | decide not to be sterilized, my decision will not af-
fect my right to future care or treatment. | will not lose any help or
benefits from programs receiving Federal funds, such as A.F.D.C.
or Medicaid that { am now getting or for which | may become eligi-
ble.

| UNDERSTAND THAT THE STERILIZATION MUST BE CON-
SIDERED PERMANENT AND NOT REVERSIBLE. | HAVE DECIDED
THAT | DO NOT WANT TO BECOME PREGNANT, BEAR
CHILOREN OR FATHER CHILDREN.

| was told about those temporary methods of birth control that
are available and could be provided to me which will allow me to
bear or father a child in the future. | have rejected these alter-
natives and chosen to be sterilized.

| understand that | will be sterilized by an operation known as
a . The discomforts, risks and benefits
associated with the operation have been explained to me. All my
questions have been answered to my satisfaction.

| understand that the operation will not be done until at least
thirty days after | sign this form. | understand that | can change
my mind at any time and that my decision at any time not to be
sterilized will not result in the withholding of any benefits or
medical services provided by federally funded programs.

i am at least 21 years of age and was born on

B STATEMENT OF PERSON OBTAINING CONSENT |

Before signed the

name of individual
consent form, | explained to him/her the nature of the sterlization
operation , the fact that it is intended to be
a final and irreversible procedure and the discomforts, risks and
benefits associated with it.

| counseled the individual to be sterilized that alternative
methods of birth control are available which are temporary. | ex-
plained that sterilization is different because it is permanent.

| informed the individual to be sterilized that his/her consent can
be withdrawn at any time and that he/she will not lose any health
services or any benefits provided by Federal funds.

To the best of my knowledge and belief the individual to be
sterilized is at least 21 years old and appears mentally competent.
He/She knowingly and voluntarily reguested to be sterilized and
appears to understand the nature and consequence of the pro-
cedure.

Signature of person obtaining consent Date

Faciity

Address

B PHYSICIAN'S STATEMENT W

Shortly before | performed a sterilization operation upon
on

Month Day Year

i, , hereby consent

of my own free will to be sterilized by

{doctor |

by a method called . My consent
expires 180 days from the date of my signature below.

| also consent to the release of this form and other medical
records about the operation to:

Representatives of the Department of Health, Education, and
Weifare or

Employees of programs or projects funded by that Department
but only for determining if Federal laws were observed.

| have received a copy of this form.

Date:
Month  Day Year

Signature

You are requested to supply the following information, butitis
not required:

Race and ethnicity designationiplease check)

O American Indian or (0 Black (not of Hispanic origin)
Alaska Native O Hispanic
(O Asian or Pacific Islander (] White (not of Hispanic origin}

#l INTERPRETER'S STATEMENT B

It an interpreter is provided to assist the individual to be sten-
lized:

| have transiated the information and advice presented orally to
the individual to be sterilized by the person obtaining this consent.
| have also read him/her the consent formin
language and explained its contents to him/her. To the best of my
knowledge and belief he/she understood this explanation.

interpreter Date

Name of individual to be sterhzed Date of sterihzation
.1 explained to him/her the nature of the

, the fact that

operation
sterilization operation

specify type of operation
it is intended to be a final and irreversible procedure and the
discomforts, risks and benefits associated with it.

| counseled the individual to be sterilized that alternative
methods of birth control are available which are temporary. | ex-
plained that sterilization is different because it is permanent.

{informed the individual to be sterilized that his/her consent can
be withdrawn at any time and that he/she will not iose any health
services or benefits provided by Federal funds.

To the best of my knowledge and belief the individual to be
sterilized is at least 21 years old and appears mentally competent.
He/She knowingly and voluntarily requested to be sterilized and
appeared to understand the nature and consequences of the pro-
cedure.

{instructions for use of aiternative final paragraphs: Use the first
paragraph below except in the case of premature delivery or
emergency abdominal surgery where the sterilization is performed
less than 30 days after the date of the individual’s signature on
the consent form. In those cases, the second paragraph below
must be used. Cross out the paragraph which is not used.)

(1) At least thirty days have passed between the date of the in-
dividual's signature on this consent form and the date the
sterilization was performed.

(2) This sterilization was performed less than 30 days but more
than 72 hours after the date of the individual's signature on this
consent form because of the following circumstances (check ap-
plicable box and fiil in information requested):

" Premature delivery

T Individual's expected date of delivery:

~ Emergency abdominal surgery:
{describe circumstances):

Physician

Date

3. State Agency, Program or Project

THAARMCMTTTAIL 10



APPENDIX XIII-B

CABINET FOR HUMAN RESCURCES
DEPARTMENT FOR MEDICAID SERVICES

PRIMARY CARE SERVICES MANUAL

Completion of "Consent Form," MAP-250

1.

Purpose

Federal regulations (42 CFR 441,250-441.258) require any individual being
sterilized to read and sign a federally approved consent form with infor-
mation about the procedure and the results of the procedure. Form MAP-250,
"Consent Form" or another form approved by the Secretary of Health and
Human Services, provides that documentaticn and must be signed by the
recipient, the person obtaining the consent, and the physician according

to Program policy. Refer to Section IV for Program policies pertaining to
sterilizations.

General Instructions
The "Consent Form" (MAP-250) is a 5-part self-carbonized form.
A1l blanks must be completed.

The following individuals or offices should receive a ccpy of the
completed MAP-250 form:

~-the surgeon, tc attach to the primary care center's claim form;
-the assistant surgeon, to attach to the assistant surgeon's
claim form;

-the anesthesiologist, to attach to the anesthesiologist's

claim form;

-the hospital, to attach to the hospital claim form; and

-the patient.

Additional copies of the completed MAP-250 form may be made for
documentation purposes, if necessary.

Attach the signed and dated form MAP-250 behind the corresponding claim
form and submit for processing.

TRANSMITTAL #17 Page 1



APPENDIX XIII-B

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PRIMARY CARE SERVICES MANUAL

Order MAP-250 forms from:

Department for Medicaid Services
CHR Building, 3rd Floor East

275 East Main Street

Frankfort, KY 40621

Attention: Jim Garrison

3. Detailed Instructions for Completion of Form

a.

Consent to Sterilization

This section must be completed at least 30 days prior to the steri-
Tization precedure, except in cases of premature delivery and
emergency abdominal surgery, in which cases a 72-hour waiting period
is required. No more than 180 days may elapse between the date the
form is signed and the date the procedure is performed.

Enter the name of the physician, center or the name of the physician

and the phrase "and/or his/her associates" who expects to perform the
procedure.

Enter the name of the procedure to be performed.

Enter the birthcdate of the patient.

Enter the name of the patient.

Enter the name of the physician expected to perform the procedure.
Enter the method of sterilization.

The patient signs the form.

Enter the date the patient signs the form.

Race and ethnicity information may be designated by checking the
appropriate block.
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b. Interpreter's Statement

If appropriate, complete this section at the same time the above
section is completed.

Enter the language used to read and explain the form.
The interpreter signs and dates the form.
¢c. Statement of Person Obtaining Consent

This section is completed at the same time or after the above two
sections are completed.

Enter the patient's name.
Erter the procedure name.

The person obtaining the consent reads, signs, and dates the form.
This date must be on or after the date the patient signed.

Enter the name and address of the primary care center employing
the person obtaining consent.

d. Physician Statement

This section is completed at the same time or after the procedure is
performed.

Enter the name of the patient and the date of the sterilization.
Enter the procedure performed.

Follow instructions on the form. Cross out the paragraph not used.
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If the sterilization was performed less than 30 days but more than 72
hours after date of the individual's signature on the Consent Form,
check the applicable block and provide the information requested.

In the case of premature delivery, enter the expected date of
delivery. The expected date of celivery must be at least 20 days
after the individual's signature date.

If the procedure was performed as a result of emergency abdominal
surgery, enter a brief description in the designated area of the
Censent Form, or attack an operative report tc describe the
circumstances as required.

The physician who performed the procedure signs the form. The actual
signature of the physician is required.

Enter the date the physician signs the form. This date must be on or
after the date of the surgery.
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MAP-251
(1-79)

NOTICE:

hysterectomies (abdominal and/or vaginal) from

APPENDIX XIV-A

COMMONWEALTH OF KENTUCKY
DEPARTMENT FOR HUMAN RESQURCES

BUREAU FOR SOCIAL INSURANCE

HYSTERECTOMY CONSENT FORM

YOUR DECISION AT ANY TIME NOT TO HAVE A HYSTERECTOMY WILL NOT
RESULT IN THE WITHDRAWAL OR WITHHOLDING OF ANY BENEFITS PROVIDED
BY PROGRAMS OR PROJECTS RECEIVING FEDERAL FUNDS.

, have requested and received information about

{print or type)

fname of attending physician)

| was informed that a hysterectomy is the surgical removal of the uterus/womb and of the two (2)
methods of performing the procedure (abdominal hysterectomy and vaginal hysterectomy).

| have been advised of the type of hysterectomy procedure (abdominal and/ or vaginal)
that will be performed on me. | am aware of the complications that may result from the perform-
ance of this surgical procedure.

| was informed that a hysterectomy is intended to be a perimanent/final and irreversible pro-
cedure. | understand that | will be unable to become pregnant or bezr children.

| certify that | fully understand the above and voluntarily consent to the surgical procedure.

Signature of Patient/
Representative

Signature of Person
Obtaining Consent

Date
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Completion of "Hysterectomy Consent Form," MAP-251
1. Purpose

Federal regulations (42 CFR 441.250-441.258) require any individual
receiving a hysterectomy to read and sign a federally approved consent
form with information about the procedure and the results of the pro-
cedure. Form MAP-251 or another form approved by the Secretary of Health
and Human Services, provides that documentation and must be signed by the
individual receiving the hysterectomy or her representative, except in
circumstances described in Section IV of this manual.

2. General Instructions

The "Hysterectomy Consent Form" (MAP-251) is a S5-part self-carbonized
form.

A11 blanks must be completed.

The following individuals or offices should receive a copy of the
completed MAP-251 form:

-the surgeon, to attach to the primary care center's claim form;
-the assistant surgeon, to attach to the assistant surgeon's
claim form;

-the anesthesiologist, to attach to the anesthesiologist's
claim form;

-the hospital, to attach to the hospital claim form; and

-the patient or her representative, for her records.

Additional copies of the completed MAP-251 form may be made for
documentation purposes, if necessary.

Attach the signed and dated form MAP-251 behind the corresponding claim
form and submit for processing. When a hysterectomy is performed on an
individual who is already sterile, or who required a hysterectomy because
of a life-threatening emergency, attach the physician's written certifi-
cation behind the claim furm and submit for processing.
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COMMONWEALTH oF KENTUCKY
CABINET FOR HUMA 2

N RESOURCES

DEPARTMENT rOR SOCIAL INSURANCE

. (Rev. 2/84)
EDS Federal
~1. Box 2036
nkfort, Ky 40602

MEDICAL ASSISTANCE STATEMENT
PRIOR AUTHORI ZATION FOR vISION CARE
(Please press hard; you are making 3 copies)

/;PPENDIX XV-A

Do Not Write in This Area

1 RECIPIENT LAST NAME

2 FIRST NAME

IMI,

L[] ]

4 MEDICAL ASSISTANCE I.0. No.

LT ]

6 SERVICE REQUESTED

A /Z/ REPLACEMENT OF GLASSES

B /Z/ REPLACEMENT oF LENS

C /Z/ REPLACEMENT oF FRONT OR FRAMES

0 /7/ TEMPLE REPLACEMENT OR HINGE REPAIR

7 INDICATE REA
A [/ DIAGNOSTIC CORRECT
B /Z/ FRAME BROKEN
C /Z/ FRONT BROKEN
0 /Z/ (1) TeMpLE sroKEN

SON FOR REPLACEMENT

10N F /27 (1) LENS BRokeN
G /Z/ (2) LENS 8ROKEN
H /Z/ (1) LENS scrATCHED
L /Z/ (2) LeNs scraTchep

5 BIRTH DATE (MO.YR.)

E /77 INITIAL E /7 (2) TEMPLES BROKEN J [/ LosT GLASSES
K /Z/ OTHER
(SPECIFY)
8 IF PRESCRIPTION LENSES ARE REQUIRED, COMPLETE THE FOLLOWING
= SPAERE R AXTS BAS o [z SPHERET CYLTRDER
2 os |3
9 DESCRIPTION OF SERVICES REQUIRING APPROVAL 10 11 PROCEDURE NO. TO BE BILLED
LINE NO.
1
2
3
T 4
5
6

SIGNATURE oF OPHTHALMOLOGIST/OPTOMETRIST/OPHTHALHIC DISPENSER

DATE OF SERVICE

12 NAME AND ADDRESS oF OPHTHALMOLOG IST
OPHTHALMIC DISPENSER

/OPTOMETRIST/

13 PROVIDER NUMBER

_——*~——-————

CAUT]

ON: IN ORDER FOR YOU TO RECEIVE PAYMENT,

RECIPIENT MUST BE ELIGIBLE ON DATE
OF SERVICE, T0 VERIFY, CHECK
MEDICAID CARD.

DO NOT WRITE BEL W THIS LINE

14 ACTION TAKEN ON THIS REQUEST
/Z/  APPROVED

/Z/ DENIED
REASON FOR DENIAL:

TRANSMITTAL #1 7
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MO. DAY YR,
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APPENDIX XV-B
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A. Prior Authorization

1.

A1l services, other than examinations and diagnostic procedures,
require prior authorization.

The limitation of two (2) complete pairs of eveglasses per
recipient per 12 months, requires prior authorization. This
informs the provider what services will be payable by the KMAP,
The approval of a Prior Authorization reouest has NO bearing on
recipient Medicaid eligibility. The following guidelines should
be adhered to by the provider when requesting authorization:

a. Check the Medical Assistance card to determine if the
recipient is eligible on the date seen by the provider.
If so, determination of what the patient requires is made.
This includes the examination ard selection of frame,
lenses, or any materials.

b. The completed Prior Authorization Form, MAP-8, follows the
instructions in this section. A1l parts of this form must
be mailed to the following address for processing:

EDS
P.0. Box 2036
Frankfort, KY 40602

Please type or print in ink in order that entries are
clearly marked on all required copies.

EDS staff will determine if, and what, services are
approvable. This will be indicated on the MAP-8 form, and
a prior authorization number will be entered for any
services granted approval. The yellow copy of the form
will be returned to the provider.

TRANSMITTAL #18
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c. Upon receipt of the yellow copy the provider can order the
materials for those services that were granted approval.

IMPORTANT:  Although the services were approved, reim-
bursement for materials will be made only if the recipient
is eligible on the date the materials were ordered. It is
the responsibility of the provider to verify the patient's
elicibility. (Eligibility includes recipient name, MAID #,
birthdate, and eligibility period.) Any materials ordered
prior to the granting of approval by EDS are done so at
the risk of the provider, as the services may be denied.

3. Completion of Pricr Authorization
An example of a "Prior Autherization for Vision Care" form
(MAP-8) is shown on Appendix XV-A. Instructions for the proper
completion of this form are outlined below.

RLOCK

NUMBER

1.  RECIPIENT LAST NAME:
Enter the last name of the patient EXACTLY as it appears on his
current Medical Assistance Identification (MAID) card.

2. FIRST NAME:
Enter the first name of the patient EXACTLY as it appears on
his current MAID card.

3. M.I.:

Enter the middle initial of the patient.

TRANSMITTAL #18
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4, Medical Assistance I.D. Number

Enter the patient's identification number exactly as it appears
on his current MAID card. The number consists of 10 digits and
&11 of them must be entered.

5. Birth Date
Enter the month and year of the patient's birthdate.

6. Service Requested

Check appropriate box to indicate service(s) being requested.
Note: If it has been over 12 months since last initial pair,
and only the lenses are being requested, this is considered to
be a request for a replacement of lenses, not an initial.

The date of the last initial pair is to be entered as the reason
for replacement. The dispensing service requested (initial/
replacement) must match the dispensing procedure code indicated.
Each recipient can have only one initial pair per 12 months.

7. Indicate Reason for Replacement

Check the appropriate box(es) to indicate the reason(s) for the
replacement. Each part being replaced must have a reason
checked.

8. If Prescription Lenses are Required, Ccmplete the Following

If lenses are required, enter the prescription in the box

"Kew Rx." When new lenses are requested within 12 months due to
diagnostic correction, both the old and new prescriptions must
be entered. If new lenses are requested due to breakage or
loss, and an examination was performed, enter the prescription
in the box "New Rx." If no examination was performed to
determine a new prescription enter the lens prescription in the
box "01d Rx."

If the patient is photophobic and requires tint, this diagnosis
must be entered.
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w

10.

11,

12,

Description of Services Requiring Approval

Enter a brief description of the service to be rendered
and the supply item to be furnished to the patient.

khen the patient is providing his/her own frames, for the
initial pair of eyeglasses, indicate so in this area.

Signature of Ophthalmologist/Cptometrist/Ophthalmic Dispenser

The actual signature of the provider (not a facsimile) is
required, or a billing authority, i.e. billing clerk, may enter
the provider name with their own initials entered on the same
Tine. Stamped signatures are not acceptable.

Date of Service

Enter the actual date of service, not the date the form is
completed and signed by the provider.

Line No.

No Entry Required.

PROCEDURE NO. TO BE BILLED

Enter the procedure code which identifies the service or supply
item to be furnished.

If procedure codes are incorrect or missing, the form will
be returned to the provider.

NAME AND ADDRESS OF OPTOMETRIST/OPHTHALMIC DISPENSER

Enter the complete name and address of the provider performing
the services being requested on this form. Use of a rubber
stamp is permissible.

TRANSMITTAL #17
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13.

14,

PROVIDER NUMBER

Enter the 8-digit Medicaid provider number assigned to the
provider indicated in block 12,

ACTION TAKEN ON THIS REQUEST

16.
17.
18.

Leave blank. Program staff will complete this by indicating
whether services were approved or denied, entering the date and
signing the request form.

PRIOR AUTHORIZATION NO. TO BE USED CN CLAIM FORM

Leave blank. If approval is granted by EDS, the staff will
enter the pre-authorization number assigned for this service.

Leave blank.
Leave blank.

No entry required.
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CABINET FOR HUMAN RESCURCES
CEPARTMENT FOR MEDICAID SERVICES

DEFINITIONS OF DENTAL PROCEDURES

1. ORTHCDCNTIC SERVICES

(Procedures D1510, D1515, D1520, D1525, D8110, D8120) refers to an
appliance necessary for the minor tooth movement or guidance of one
or a few teeth. Payment applies to the appliance only. Diagnostic
records and adjustment visits are presently outside the scope of
covered benefits. Definitions cf these procedures are as follows:

Fixed Space Maintainer

Definition: An appliance requiring cemented orthodontic
bands with varying attachments such that
patient removal or adjustment is difficult.

D1510 Fixed, Unilateral Type

Exemples: a. Band and Loop
b. Cantilever type

D1515 Fixed, Bilateral Type

Examples: a. Soldered or adjustable Tingual arch
b. Soldered cr adjustable transpalatal arch
c. Cantilever type

Removable Space Maintainer

Definition: A space maintenance appliance which is
readily removed by the dentist or the
patient. The appliance may or may not
have bands or stainless steel crowns.

Example: acrylic base appliance with or without clasps
and/or teeth

D1520 Removable, Unilateral type
D1525 Removable, Bilaterial type

NOTE: D1510, D1515, D1520 and D1525 are used for the maintenance of
existing intertooth space.
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D8110C Removable Appliance for Minor Tooth Guidance

Definition: An appliance, used for the positioning of one
or a few teeth, that is readily removed by the
dentist or patient.

Examples: a. Hawley type with a variety of activating
attachments
b.  1ip bumber with & variety of activating
attachments
¢. headgear with two molar bands and a
facebow
08120 Fixed or Cemented Appliance for Minor Tooth Guidance
Definition: An appliance requiring cemented orthodontic

bands, with varying attachments for the
positioning of one or a few teeth, such
that patient removal or adjustment is
difficult.

Examples: a
b
c
d

e.

TRANSITIONAL APPLIANCE

diastema closing spring

acjustable lingual arch

adjustable transpalatal arch
crossbite correction (two bands and
crossbite elastic)

segmented arch appliance (usually
used for molar rotation and limited
to one quadrant)

2 X 4 or 2X 6 appliance (involves
two molars and four or six anteriors
to correct anterior tooth rotation -
Timited to one arch)

An acrylic or plastic appliance, so named because of its application
during the period of transition from the primary to the permanent
dentition; space maintenance or space management, and interceptive

or preventive orthodontics

TRANSMITTAL #17

Page 2



APPENDIX XVI

CABRINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
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2. EXTKACTIONS

(Procedure D7110 and D7120) - apply to simple, uncomplicated extractions.
Surgical extractions are outside the scope of covered benefits.

Procedure D7110 is to be used to bill the first tooth extracted on a
given day; all additional teeth extracted on the same day must be

billed as procedure D7120.
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APPENDIX XVII-A
CERTIFICATION FORM FOR INDUCED ABORTION
OR INDUCED MISCARRIAGE

l, , certify that on the basis of
(Physician’s Name)

my professional judgement, the life of
(Patient’s Name)

of
(MAID #) (Patient’s Address)

would be endangered if the fetus were carried to term. | further certify that the following procedure(s)
was medically necessary to induce the abortion or miscarriage.

(Please indicate date and the procedure that was performed.)

Physician’s Signature

Name of Physician

License Number

Date

MAP-235 (8-78)
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APPENDIX XVII-B

CERTIFICATION FORM FOR INDUCED PREMATURE BIRTH

l, , certify that on the basis of
{Physician’s Name)

my professional judgement, it was necessary to perform the following procedure on

(Date)

to induce premature birth intended to produce a live viable child.
(Procedure)

This procedure was necessary for the health of

{Name of Mother)

of
- (MAID #) (Address)

and/or her unborn child.

Physician’s Signature

Name of Physician

License Number

Date
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APPENDIX XVIII

KENTUCKY MEDICAL ASSISTANCE PROGRAM

DRUG PRE-AUTHORIZATION POLICIES AND PROCEDURES

INTRODUCTION

The purpose of

the Drug Pre-Authorization Procedure is to provide Kentucky

Medical Assistance Program (KMAP) recipients with access to certain legend
drugs not normally covered on the KMAP Outpatient Drug List, under the con-
dition that provision of the drug(s) in question is expected to make an

otherwise inevi

table hospitalization or higher level of care unnecessary.

Such requests are referred to the Program by physicians, pharmacists, and

social workers.

Determinations are made based on the merits of the individual

request and information received.

To assist with
pre-authorizati

determining the kinds of requests